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of the AMERICAN 
OSTEOPATHIC ASSOCIATION 


/ Recent advances in neurosurgery 
’ Physical medicine in osteopathy 


This new and colorful manual is so amusing yet so sound in 
its ideas that you'll wish you know more peptic ulcer suf- 
ferers to recommend it to. Beguiling illustrations character- 
ize the peptic ulcer and dramatize the do’s and don’ts con- 
cerning certain rules of diet, rest and optimistic outlook. 


The author, Dr. Tonkin, first “Introduces Mr. Peptic Ulcer” 
—presenting facts on anatomy, physiology, nature and causes, 
the emotions, individual susceptibility, etc. He then offers 
“Suggestions for outwitting him”—covering the feeding of 
ulcers (when, how, what and what not to eat), aleohol and 
smoking, personal outlook, etc. 


The style of this book is delightful. The following excerpts 
give you some idea of its flavor: “Nicotine, a constituent of 
tobacco smoke, also has the capacity of stimulating secretion 


USE HANDY SAUNDERS orbDeER FORM ON PAGE 129-__» 


A New Book! 


TONKIN—STORY OF PEPTIC ULCER 


of gastric juice. In consequence it is undoubtedly preferable 
to drop the horrid habit. Admittedly this is not always easy, 
so just following the main meals is the best time to indulge, 
for then any juice provoked is put to some useful task.” 


“In the early stages of ulcer management alcohol is without 
doubt best omitted altogether, but later some discretion may 
be exercised. At Christmastide, dilute well and interleave 
with food.” 

You may very well decide to make this little volume a stand- 
ard ingredient in your prescription for peptic ulcer sufferers. 
It’s a “morale booster” for them and an “explanation re- 
ducer” for you. 

By RICHARD D. TONKIN, M.D., F.R.C.P., Westminster Hospital, London. 


Illustrated by RAYMOND KEITH HELLIER, F.R.S.A. 70 pages, 514”x7%”, 
illustrated. $2.25. NEW! 
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DEAR DOCTOR: 


Here’s why 
no other kind of laxative 
is gentler, yet so fast acting 


SAL HEPATICA® is gentle 


It creates a gentle moist bulk, drawing water 
into the intestine by osmotic action, thus ~~ oS So ] 
exerting a soft, gentle pressure initiating the : 
pioper intestinal response—the very mech- 
anism which produces normal elimination. 


It contains no harsh chemical irritants to ~ 
stimulate intestinal overactivity—the condi- _ q al 
tion that often causes griping and cramping. __ i 
‘Hepatica 


SAL HEPATICA is fast acting 


Sau HEPATIcA gives prompt relief from con- 
stipation. When taken one-half hour before 
breakfast, your patients will get relief usu- lexalive 

ally within the hour. EFFERVESCENT SALINE 


Or when taken one-half hour before supper, 
it will provide relief by bedtime. It will not 
interfere with work or sleep. _ 


BRISTOL. MYERS co. 
NEW YORK. 


Sat Hepatica, because it is antacid, helps 
relieve the hyperacidity which so frequently 
accompanies constipation—and its antacid 
action speeds it into the intestine. 


SAL HEPATICA has a sound pharmacologic basis. 


It is both effervescent and antacid. 


Bristol-Myers Co. + 19 West 50 Street * New York 20, N. Y. 


“The emptying time of the stomach is actually shortened by 
reducing the gastric acidity.”! 
“Effervescent mixtures decrease the emptying time of the 
stomach.” 

1. The Physiological Basis of Medical Practice. 1945, p. 486. 

2. New England J. Med. 235: 80 (July 18) 1946. 
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HEAD EXTREMITIES | hye Castro -intestinal 


know why? look... 
ie 1 On this board you select the bodypart you want to x-ray 
| i 2 Set its measured thickness | 


housed in this 
handsome 
upright 
cabinet 


' 3 Press the exposure button 


i That's all there is to it. No time, KV, or MA adjusting to do. 
No charts to check, no calculations to make. 


Modest cost 
Excellent value 
Prestige “look’’ 
Top Reputation (significantly, “Century” trade-in value has long been highest in its field) 


And you can rent if you prefer. 


Call in your Picker representative (he’s probably in your local ‘phone book) 
or write: PICKER X-RAY CORPORATION 25 South Broadway, White Plains, N. Y. 


Vor. 57, Nov. 1957 
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INFORMATION FOR CONTRIBUTORS 


THE JOURNAL OF THE AMERCAN OSTEOPATHIC ASSOCIA- 
TION is the official scientific publication of the American 
Osteopathic Association. Articles are accepted with the 
understanding that they have not been published or ac- 
cepted for publication elsewhere. 


MANUSCRIPTS 

1. Manuscripts should be typed in triplicate, the original 
and carbon sent to THE JoURNAL, and one carbon kept 
by the author. All copy, including quotations, footnotes, 
tables, references, and legends for figures, should be 
double-spaced, with ample margins. 

2. References are required for all material derived from 
the work of others, whether or not authors’ names are 
mentioned. Reference numbers should he assigned in 
order of reference in the article. Each reference must in- 
clude the name of the author and the full title of the 
article or book. For periodicals, the name, volume num- 
ber, complete date, and inclusive paging of the article are 
required. For books, the edition, the name and location 
of the publisher, and the year of publication are required. 
Exact page numbers must he given for all direct 
quotations. 

3. The author’s degrees and teaching affiliations should 
be given. 

4. The article should end with a comprehensive summary. 


ILLUSTRATIONS 


1. Photographs should be unmounted, untrimmed, glossy 
prints. 

2. Figures, charts, tables which are to be engraved, and 
lettering on prints should be in black (India) ink on good 
quality white paper. Lettering must be large enough to 
he read when reduced. 

3. Original roentgenograms or slides can be used for 
reproduction, but direct-contact glossy prints from orig- 
inals are preferable. 

4. All illustrations must be numbered and the top indi- 
cated. If original roentgenograms or slides are submitted, 
the front must also be indicated. 

5. Good illustrations enhance the value of articles, and 
contributors are encouraged to submit illustrative mate- 
rial with manuscripts. 

6. When illustrations which have appeared elsewhere 
are submitted, full information should be given about 
previous publication, whether or not permission has been 
obtained, and credit to be given. 


COPIES OF THE JOURNAL 


1. Three copies of THE JouRNAL containing his article 
will be sent to the author on request. 


REPRINTS 


1. A price list with information for ordering reprints 
is sent with galley proofs. 


FOR ADDITIONAL INFORMATION, 
PLEASE WRITE TO THE EDITOR 
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overwhelmingly specified 
by generalists and specialists 


prednisone 


a standard steroid 
overwhelmingly acclaimed 


by ... Internists in rheumatoid arthritis, rheumatic fever and 
systemic lupus erythematosus 


.. Allergists in urticaria, angioedema, drug reactions and 
allergic rhinitis 


.. Ophthalmologists in uveitis, choroiditis and chorioretinitis 


.. Dermatologists in pemphigus, erythema multiforme, atopic 
eczemas and contact dermatoses 


.. Chest Physicians in bronchial asthma, pulmonary fibrosis 
and emphysema 


and by general practitioners for virtual absence 
of salt retention 


METICORTEN, 1, 2.5 and 5 mg. white tablets 


a SCHERING CORPORATION « BLOOMFIELD, NEW JERSEY 1 


MC-5-131817 
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-..a Better Technique 
for Patient Utensils 


UTENSIL WASHER 
-SANITIZER 


7. American Utensil Washer-Sanitizer provides efficient equipment 


to carry out an improved technique in preventing the ‘transfer of 


communicable diseases among patients and hospital personnel. Con- 

venient and automatic, it washes and sanitizes three full sets of 

patients’ utensils in two loads ... at a speed well within the normal 

discharge-and-admission rate. Simple and economical to install and 

operate, the Washer-Sanitizer saves personnel time, reduces utility 

room clutter and assures uniform cleaning and sanitizing at less cost. @ The American Utensil Washer- 
is available with stain 


For complete infor on this new Utensil Technique, tes 


write for bulletin SC-321. 


ERIE* PENNSYLVANIA 


Journat A.O.A. 
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new FEDRAL 


pediatric suspension 


Children readily accept candy-flavored Tedral 
Pediatric Suspension, formulated especially for 
the small fry. Tedral Pediatric Suspension is a 
half-strength preparation, easily and safely admin- 
istered. Tedral Pediatric Suspension—supplied in 
half pints for half-pint patients. Each teaspoonful 
(5 cc.) contains the following: 


theophylline (1 gr.) ....... . to relieve constriction 
ephedrine HCI (3/16 gr.) . . .. . . to reduce congestion 
phenobarbital (1/16 gr.). . . . . . for moderate sedation 


posace: Children 6 to 12 years: 1 teaspoonful. 


Children over 12 years: 2 teaspoonfuls. May be repeated 
every 4 hours, preferably after meals. 


Children under 6 years: smaller doses in proportion to age. 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


hypertension, tachycardia, agitation 
controlled through sympathetic regulation*® 


6 Journar A.O.A. 
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K men stress disturbs sympathetic 
balance...by eliciting increased activity of the 
sympathetic nervous system...hypertension, tachy- 
cardia, agitation and many other symptoms you 
see in daily practice may result. Through its 
unique ability to regulate sympathetic function, 
Serpasil controls these symptoms. In hyper- 
tension, sympathetic regulation by Serpasil 
reduces vasoconstriction, brings blood pressure 
down slowly and safely; in tachycardia, cardio- 
accelerator impulses are inhibited, the heart rate 
is slowed, and cardiac efficiency is enhanced; 
in emotional agitation and tension, Serpasil 
exerts a general calming effect by suppressing 
sympathetic activity in autonomic centers. It is 
also useful in treating premenstrual tension, 
menopausal syndrome, and acute and chronic alcohol- 
ism. Serpasil® (reserpine CIBA) is indeed one 
of the most versatile as well as one of the 
safest and least toxic agents in everyday 
practice. CIBA 
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or as required.” 


“On the basis of the results obtained in 


H our group of patients the most satisfactory 
| regimen for the treatment of persisting 


Toe? Vay chronic functional constipation consists of 

\ ® an initial regimen of . . . Doxinate with 
OX ATE Danthron for one to three weeks; then con- 
REG | M EN tinued administration of [Doxinate 
240 mg.| . . . for a period of eight weeks 


answers every constipation need 


The Doxinate* Family provides constipation management by means 


of the re-establishment of normal bowel habits. 


The Doxinate Regimen enables the physician to prescribe both inztzal 


and continuing therapy for all types of constipation. 


*The Original Diocty! Sodium Sulfosuccinate for Fecal Softening. 


DOXINATE WITH DANTHRON (DOXAN) 


for initial treatment in chronic functional constipation. Danthron 
(1,8-dihydroxyanthraquinone) 50 mg., a gentle, purified, synthetic 
emodin laxative, supplements the fecal softening action of Doxinate 
(dioctyl sodium sulfosuccinate) 60 mg. without habituation or toler- 
ance. The synergistic action permits a significantly reduced dosage 
and results in soft stools gently stimulated to evacuation. 


DOXINATE 240 MG. 


for maintenance therapy. This optimal once-a-day dosage form 
provides fecal softening for restoration of normal bowel habits. 


DOXINATE 60 MG. AND 

DOXINATE SOLUTION 5% 
offer fractional dosage for decreasing therapeutic support and for 
children. 


e Doxinate with Danthron (brown capsules) 
® Doxinate 240 mg. (yellow capsules) © Doxinate Solution 5% 
1. Brusch, C. C., in press. 


e Doxinate 60 mg. (green capsules) 


LLOYD BROTHERS, iwc. CINCINNATI 3, OHIO 


Journat A.O.A. 
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*Trademark 


check these added advantages: 


SURGICAL PRODUCTS DIVISION, AMERICAN CYANAMID COMPANY, DANBURY. CONNECTICUT 
PRODUCERS OF DAVIS & GECK SUTURES \ 


Voi. 57, Nov. 1957 


ready to uS@-—just dip, squeeze and apply... requires half as many bandages as 
ordinary plaster casts 


correct drying action—no waiting... allows trimming time, then hardens to 
full strength promptly 


makes more comfortable, better-looking casts —iighter, 
thinner, smoother...yet much stronger than heavier, clumsier casts 
of old-style plaster 


makes more durable casts — retains strength despite humidity, never 
crumbles or grows soggy...resists water, urine, perspiration, mold 
remains odor-free 


costs less per cast than plain plaster! 


Next time you need plaster bandages, specify modern, easier-to-use MELACAST in the 
new, plastic-lined, moisture-proof package... another outstanding development from 
Surgical Products Division. 
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Significant obins esearch discovery: 


A NEW SKELETAL 
MUSCLE RELAXANT 


RoBAXIN — synthesized in the Robins Research Laboratories, and 
intensively studied for five years— introduces to the physician an 
entirely new agent for effective and well-tolerated skeletal muscle 
relaxation. RoBAXIN is an entirely new chemical formulation, with 
outstanding clinical properties: 


@ Highly potent and long acting.** 

Relatively free of adverse side effects."?***” 

© Does not reduce normal muscle strength or reflex activity 
in ordinary dosage.’ 


© Beneficial in 94.4% of cases with acute back pain 
due to muscle spasm."***” 


CLINICAL RESULTS 


DISEASE ENTITY 


Acute back pain due to 


(a) Muscle spasm secondary 
to sprain 


(b) Muscle spasm due to 
trauma 


(c) Muscle spasm due to 
nerve irritation 


(d) Muscle spasm secondary 
to discegenic disease 
and postoperative 
orthopedic procedures 


Miscellaneous (bursitis, 
torticollis, ete.) 


TOTAL 
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Highly specific action 

RosaxIn is highly specific in its action on the 
internuncial neurons of the spinal cord — with 
inherently sustained repression of multisyn- 
aptic reflexes, but with no demonstrable effect 
on monosynaptic reflexes. It thus is useful in 
the control of skeletal muscle spasm, tremor and 
other manifestations of hyperactivity, as well 
as the pain incident to spasm, without impair- 
ing strength or normal neuromuscular function. 


(Methocarbamol Robins, U.S. Pat. No. 2770649) 


Beneficial in 94.4% of cases tested 


When tested in 72 patients with acute back 
pain involving muscle spasm, RoBAXIN in- 
duced marked relief in 59, moderate relief in 
6, and slight relief in 3 — or an over-all bene- 
ficial effect in 94.4%.1:34%7 No side effects 
occurred in 64 of the patients, and only slight 
side effects in 8. In studies of 129 patients, 
moderate or negligible side effects occurred 
in only 6 1+ 213, 4, 6,7 


Indications — Acute back pain associ-— 
ated with: (a) muscle spasm secondary to 


ae sprain; (b) muscle spasm due to trauma; 
WITH ROBAXIN IN ACUTE BACK PAIN (c) spasm nerve irritation; 
NO. OF— DURATION | RESPONSE FFECTS (d) muscle spasm secondary to discogenic 
CASES TREATMENT marked med. slight neg disease and postoperative orthopedic 
procedures; and miscellaneous conditions, 
such as bursitis, fibrositis, torticollis, etc. 
18 2-42 days 3-6 Gm. 17 a 0 0] None, 16 
Dizziness, 1 Dosage — Adults: Two tablets 4 times _ 
Slight nausea, 1 
daily to 3 tablets every 4 hours. Total daily 
13 | 1-42 days 2-6 Gm. 8 3 14 None, 12 dosage: 4 to 9 Gm. in divided doses. 
i Precauti The specifi 
cautions — re are no ic con- 
— traindications to Robaxin and untoward 
Dizzin tno side effects such as lightheadedness, dizzi- 
Lightheaded- ness, nausea may occur rarely in patients 
ness, 2 " with unusual sensitivity to drugs, but dis- 
ere appear on reduction of dosage. When ther- 
6 3-60 days 4-8 Gm. 6 | 0 | O | O | None,6 apy is prolonged routine white blood cell 
*Relieved on counts should be made since some decrease 
72 so ie l3aia — ’ was noted in 3 patients out of a group of 
72 who had received the drug for periods 


References: 1. Carpenter, E. B.: Publication pending. 2. 


: 46:374, 1957. 6. Nachman, H. 


Little, J. M.: 


Carter, 
Personal communication. 3. Forsyth, H. F.: Publication 
pending. 4. Freund, J.: Personal communication. 5. Morgan, 
A. M., Truitt, E. B., Jr., and Little, J. M.: American Pharm. Assn. 
M.: Personal communication. 
7. O’Doherty, D.: Publication pending. 8. Truitt, E. B., Jr., and 
J: Pharm. & Exper. Therap. 119:161, 1957, 


of 30 days or longer. 

Supply — Robaxin Tablets, 0.5 Gm., in 
bottles of 50. 

A. H. ROBINS CO., INC., Richmond 20, Va. 


Ethical Pharmaceuticals of Merit since 1878 
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frozen 
shoulder 


Bursitis and tenosynovitis are new terms to home- 
makers, but they are not uncommon sequels to over- 
exertion. Early antirheumatic therapy is to be 
encouraged in the treatment of these conditions, as 
it is in more serious rheumatic conditions, to allevi- 
ate pain and prevent progression of the disorder. 
With adequate therapy the prognosis of bursitis in 
its acute stage is good. Delaying therapy may result 
in extension of the inflammation and gross anatom- 
ical changes that tend to incapacitate the patient. 


SIGMAGEN provides doubly protective corticoid-sali- 
cylate therapy—a combination of METICORTEN® (pred- 
nisone) and acetylsalicylic acid providing additive 
antirheumatic benefits as well as rapid analgesic 
effect. These benefits are supported by aluminum 
hydroxide to counteract excess gastric acidity and by 
ascorbic acid, the vitamin closely linked to adreno- 
cortical function, to help meet the increased need for 
this vitamin during stress situations. 


protective corticoid-salicylate therapy 


SIGMAGEN 


corticoid-analgesic compound Tablets 


for patients 
who go beyond 
their physical 
capacity 


* sa-s-217 
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in arthritis 


Aspirin is Drug of Choice™ 


But Aspirin Alone 
Presents Several Problems*** 


Aspirin is a powerful weapon in controlling arthritis. 
For example, a series of 31 arthritic patients were 
treated with aspirin, on dosages ranging from 15 gr. 
to 120 gr. daily, for over a year. They experienced 
consistent relief of pain and tenderness in the in- 
volved joints, although side effects, such as nausea, 
dyspepsia and other gastrointestinal symptoms, 
were frequently encountered. This report of real 
distress to the patient and physician alike has been 
repeatedly encountered. A new concept in therapy, 
Buffered Pabirin, promises outstanding progress in 
the management of the arthritic. 


Why Buffered Pabirin Contains Aspirin...PLUS 


The Buffered Pabirin principle was evolved to mini- 
mize side effects encountered with aspirin alone, 
and yet maintain patients on adequate doses of as- 
pirin for long periods of time. In Buffered Pabirin, 
aspirin is combined with other agents to diminish 
the principal untoward effects and to permit long- 
term administration...with a minimum of prob- 
lems to patient and physician. 


References: 1. Report by Joint Committee, Medical Research Council & 
Nuffield Foundation. ‘‘Treatment of Rheumatoid Arthritis,” Brit. M. J. 
(May 29) 1954. 2. ibid. (April 13) 1957. 3. Ropes, M. W.: J. Chron. Dis. 
5:703, 1957. 4. Tebrock, H. E.: Indust. Med. 20:480, 1951. 5. Freyberg, R. H. 
and Stevenson, C. R.: M. Clin. North America 37:1237, 1953. 6. Paul, W. D., 
et al.: J. Am. Pharm. A. 39:21, 1950. 
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“for practical purposes...there appears to have been surprisingly 
little to choose between cortisone and aspirin...”! 


Average Changes in Joint Tenderness index 
Joints Treatment 
Aeasured Group Week 0 0 8 %, of average 
Week 1 1 year at week 
Relevant Cortisone 1.91 —0.80 - —0.09 39 
Joints -| — Aspirin 1.89 —0.72 —0.15 40 
Wrist Cortisone 1.80 —083 | +013 56 
Joints Aspirin 1,93 —0.79 +0.08 50 
| jail Joints Cortisone 2.25 —0.93 —0.25 26 
Hands Aspirin 2.05 —082 | 26 


Both Cortisone and Aspirin provide 60% 
reduction in joint tenderness. Statistical 
averages of results were almost identical. 
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Buffered Pabirin combines 


new form and formulation 


for more effective aspirin 


therapy...faster pain relief, 


improved gastric tolerance. 


Buffered Pabirin provides the efficacy of 
aspirin without incidence of side effects. 
Each tablet consists of an outer layer of 
aluminum hydroxide, para-aminoben- 
Zoic acid and ascorbic acid; plus an inner 
core of aspirin. The outer layer quickly 
releases aluminum hydroxide affording 
superior buffering action and protection 
against gastric irritation. PABA poten- 
tiates the acetylsalicylic acid, and thus 
creates high salicylate blood levels with 


sed most rheumatoid arthritics 


Buffered abiri 


TABLETS 


Hydrocortisone 


lower doses of aspirin. The ascorbic acid 
offsets the possibility of vitamin C de- 
pletion. The core of Buffered Pabirin 
disintegrates rapidly, permitting fast 
absorption of the acetylsalicylic acid. 
For Resistant Cases, Buffered Pabirin AC 
...contains 2.5 mg. hydrocortisone, in 
addition to the Buffered Pabirin formula. 


2.5 mg. 


300 mg. Acetylsalicylic acid (5 gr.) 300 mg. 
300 mg. Para-aminobenzoic acid (5 gr.) 300 mg. 


50 mg. Ascorbic acid 


50 mg. 


100 mg. Dried aluminum hydroxide gel 100 mg. 


Dosage: Two or three tablets 3 or 4 
times daily. In rheumatic fever three 
to five tablets 4 or 5 times daily. 


SMITH-DORSEY .- a division of The Wander Company, Lincoln, Nebraska 


! 


’ Dosage: Initially, one or two tab- 
lets 4 times daily, after meals and on 
retiring. Reduction of dosage should 
be gradual; never stopped abruptly. 


Actual photographs show 2-stage Tandem-Release disintegration 
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Now...victory over infections 
e pharmacodynamically superior 
¢ therapeutically unsurpassed 


With Mysteclin-V you get faster and greater absorption 

of tetracycline than ever attainable in the past... providing 
all the benefits of well-established tetracycline therapy. 

For practical purposes, Mysteclin-V is sodium-free. 


CLIN-V 


‘ " Squibb Tetracycline Ph phate Complex (Sumyci ) and Nystati Mycostat 
Contains Mycostatin to forestall monilial overgrowth and possibile complications 


MONILIAL OVERGROWTH IN 25 PATIENTS 
ON TETRACYCLINE ALONE’ 


Before After 7 days 
therapy of therapy 


MONILIAL OVERGROWTH IN 25 PATIENTS 
ON TETRACYCLINE PLUS MYCOSTATIN' 


Before After 7 days 
therapy of therapy 


Monilial overgrowth (rectal swabs) NONE SCANTY HEAVY 


Mycostatin in Mysteclin-V prevents gastrointestinal monilial overgrowth, 
thereby minimizing the possibility of antibiotic-induced monilial superinfection. 


Tetracycline phosphate 


Mycostatin 
. to ka 
(units) 


Capsules (per capsule) 250 250,000 Bottles of 16 


and 100 


Half-Strength 
Capsules (per capsule) 125 125,000 Bottles of 16 
and 100 


Suspension (per 5 cc.) 125 125,000 2 oz. bottles 


Pediatric Drops 10 cc. bottles 
per cc.—20 drops 100 100,000 with dropper 


1. Childs, A. J.: British M. J. 1:660 (March) 1956. 


SQUIBB 11) Squibb Quality—the Priceless Ingredient 


AND *MYCOSTATIN’® ARE SQUIBB TRADEMARKS 


Journat A.O.A. 
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“MEAD JOHNSON” 


SYMBOL OF SERVICE IN MEOICINE 


: 


For his first formula, 


| ar 
\ 
| \ | 
| 


nula..f and whatever his feeding needs may be 


you can conveniently select the formula best suited for him 


from the Mead Johnson Formula Products Family 


Carbohydrate modifier 
Liquid formulas 
Powdered formulas 


All are— << 
= 


easy to prescribe Probana® 
conveniently packaged powder 
P formula of 
readily available 
hydrolyzed casein, 
banana powder 
and dextrose 
Dextri- 
Maltose® in chronic digestive disorders 
powder 
Olac® carbohydrate : 
powder « liquid modifier a Nutramigen® 
non-fat milk, powder 
d Dextri- 
ntaining protein 
powder + liquid |) | 
milk and Sobee® 
Dextri-Maltose 
formula powder 
hypoallergenic 


for routine infant feeding 


A Family of Products unique in infant feeding 
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| for allergic infants 
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| | And to help you instruct his mothe yo 
j 


ther, you can conveniently select 
appropriate printed instructions from the 


Mead Johnson Family-of-Printed-Services 


They supplement your discussions 


ti . .. make it easier for the new mother to follow your instructions 
. .. help answer questions that may arise 


. .. reduce your phone calls by giving her added confidence 


‘ in feeding and care of baby 


booklets 


instruction sheets 


A unique Family of Printed Services 
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LACTUM 


Ready-prepared milk and Dextri-Maltose formula 


Your Baby's Formula (Lactum Liquid) and How to 
Bathe and Feed Baby—illustrated booklet 


[| Terminal heating method 


[| Aseptic preparation method 


Baby's Food—wall card with space for your formula 
prescription, brief preparation instructions, and 
checklist of supplementary foods. 


DEXTRI-MALTOSE 


Dried carbohydrate specifically for 
infant formulas 


Your Baby's Formula (Milk and Dextri-Maltose) and 
How to Bathe and Feed Baby—illustrated booklet 


a Terminal heating method 


Ss Aseptic preparation method 


Baby's Food—wall card with space for your formula 
prescription, brief preparation instructions, and 
checklist of supplementary foods. 


To order the patient instruction services listed 
above or the product information services 
listed at the right .. . just check and mail the 
‘“‘card’’ to Mead Johnson & Company, Evans- 
ville 21, Indiana 


Some typical patient instruction 


services are listed below. 


OLAC 


Formula of non-fat milk, refined vegetable 
oil and Dextri-Maltose 


[| Baby's Food—wall card with space for your formula 
and vitamin prescriptions, brief preparation instruc- 
tions, and checklist of supplementary foods. 


Olac Feeding Card—wall card with formula prescrip- 
tion space and preparation instructions. 


Bq Terminal heating method 


& Aseptic preparation method 


THERAPEUTIC FORMULAS 


SOBEE 
hypoallergenic soya formula 
How to Care for Your Allergic Baby—prescription 
blank and instructions for use of Sobee Powder and 
Liquid, and some advice on skin and general care. 
NUTRAMIGEN 


hypoallergenic formula containing protein 
in hydrolyzed form 


Nutramigen Prescription Blanks—Padded slips with 
preparation instructions. 

PROBANA 
for use in chronic digestive disturbances 


Probana Prescription Blanks—Padded slips with 
preparation instructions. 


For your convenient reference 


Feeding Compendium—vest-pocket-size, slide-type. 
Gives typical quantities and proportions for various 
Mead Johnson formula products. 


Set of formula cards—wallet-size. Basic dilutions, 
analyses, and feeding tables for each product. 


— 

| 
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| 
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new mothe 


your formula presenptions 


your printed instructions 


Feedings of the ready-to-use 
formulas are easy to prepare» -. 
niother has more time to enjoy baby, 
Feeding problems are minimized 


_. . mealtimes are satisfying to 
mother and baby: 


For your infant feeding sy, 
and mother instruction needs— pore 


for routine infant feeding 


for allergic infants 


SES instruction sheets 


1 
A Family of 
Products 
4 and Services— 
j developed with 

physicians 

a for physicians. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 


ot 
Maltose® in chronic digestive disorders 
j powder » liquid 
| 
\ 
4 gi 
booklets 
CO 
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| 
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ALL DAY Smith, Kline & French Laboratories, Philadelphia, Pa. ALL NIGHT ie i 


S.K.F. ANNOUNCES ALL-DAY OR ALL-NIGHT 
‘THORAZINE’ THERAPY WITH A SINGLE ORAL DOSE 


New ‘Thorazine’ Spansule 
capsules offer the proven 
efficacy of ‘Thorazine’ plus 
the advantages of all-day or 
all-night therapy with a 


single oral dose. Your pa- ‘ 
tients enjoy the convenience ul 
of only one or two doses } 
daily. Because there is little : 
risk of forgotten doses and ‘Thorazine’ Spansule capsules are available in four a 
consequent medication-free strengths: 30 mg., 75 mg., 150 mg. and 200 mg. ; 


intervals, you have far better | = 

A ’ T.M. Reg. U.S. Pat. Off. for chlorpromazine, S.K.F. 
control over your patients +T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
course of medication. 


Vor. 57, Nov. 1957 


{ 
4 
& 
2 
3 
| 
f 
4 
2 
id 
17 
4 


combined: 


indicated. 


when-a-steroid 


ie | orthopedic origin’ | 

, 
nk. b eS ( h | 
PLEXIN, 1: LE 00 mg.; and 
a tion I Wo 
NEA 
/ 
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Colds and influenza aggravate sinusitis. 
Extension of congestion from the nose to 
the sinuses accounts for numerous cases. 


Iodo-Niacin has been found highly effective for 

liquefying, loosening and expelling mucopurulent accumulations 
in the deep nasal passages and accessory sinuses. In this way it 
promotes drainage and aeration and thus relieves sinus conges- 
tion and headaches. 


Iodo-Niacin* tablets contain potassium iodide 135 mg. (2% 
gr.) and niacinamide hydroiodide 25 mg. (% gr.), slosol coated 


pink. Usual dose, 2 tablets three times a day. May be given in full 
dosage for a year or longer without any iodism or ill effects. 


For emergency intramuscular or intravenous 
administration, lIodo-Niacin ampuls are 
available.’ 


Numerous physicians have written favorable 
reports on the use of Iodo-Niacin in the symp- 
tomatic relief of sinus congestion and 


headaches. 


1 Am. J. Digest. Dis. 22:5, 1955. 


2M. Times 84:741, 1956. 
*U.S. Patent Pending 


§ Cole Chemical Company AOS-1! 
{ 3721-27 Laclede Ave., St. Louis 8, Mo. 
| Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 


CHEMICAL 
COMPANY 
3721-27 Laclede Ave. 
St. Lovis 8, Mo. 
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safe...for your little patients, too 


“a definite relaxant effect” 
, With Nostyn “...almost without exception the children responded by becoming more ame- 
nable, quieter and less restless.” 


without depression, drowsiness, motor incoordination 
“The most striking feature is that this drug does not act as a hypnotic....”! “No toxic side- 
2 effects were noted, with particular attention being paid to the hematopoietic system.” 


dosage: Children: 150 ‘mg. (4 tablet) three or four times daily; Adults: 150-300 mg. (4% to 1 tablet) 
three or four times daily. : 


supplied: 300 mg. scored tablets, bottles of 48 and 500. 


(1) Asung, C. L.; Charcowa, A. I., and Villa, A. R: Sea View Hosp. Bull. 16:80, 1956. (2) Asung, C. L.; Charcowa, A. L., and 
Villa, A. R: New York J. Med. 57:1911 (June 1) 1957. (3) Report on Field Screening of Nostyn by 99 Physicians in 1,000 


Patients, June, 1956. 


AN AMES COMPANY, INC : ELKHART, INDIANA 


calmative NOStyn’ 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


shy “of value in the hyperactive as well 


as the emotionally unstable child” 


pes 
: 
: 

: 


rexcitability, euphoria, insomnia are less 
h the amphetamine compounds ond rarely 


avack, T 
1.155, 1956. (2) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. 
: Am. Pract. & Digest Treat. 7:1456, 1956. (4) C 


TOU 
the day to curtail after nibbling,” yet not hind 
tablets of 25 mg. Under Ii rom C. H. Boehr +Sohn, Ingelheim: 


“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


Safest—the only cardioactive 
glycoside whose therapeutic dose 


VISUAL HEART CLINIC — ONE OF A SERIES is 44 its toxic dose. 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION e Moderate rate of elimination. 
Postero-anterior position 
Moderate left ventricular enlargement ° 
with prominence and calcification of ¢ Short latent period. 


aortic knob. 
Taken from White Laboratories’ Technical Exhibit, ¢ Uniform clinical potency. 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 1956. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 


GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS—30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


: now available 

+ GITALIGIN INJECTION—5 cc. ampuls contain- 
: ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. : 
+ Packages of 3 and 12 ampuls. : 


: , *HARRIS, R.. AND DEL GIACCO R.R.: AM HEART J. (AUG.) 1956, BIBLI- 
OGRAPHY ON REQUEST 


(WHITES BRAND OF AMORPHOUS GITALIN) 


White Laboratories, Inc. + Kenilworth, New Jersey 


Journa A.O.A. 
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low 
back 
pain 


begins to yield in hours 


“,.is an orally effective and 
safe antispasmodic drug. Re- 
sults are prompt, and gratify- 
ing to the patient. The number 
of office visits ... is reduced 
significantly. The dosage 
schedule is simple... side 
actions are minimal...” 
“No toxic side actions were 


noted.” 


Finch, J. W.: {Disipal) in 
Muscle Disorders. To be published. 


Dosage: 1 tablet (50 mg.) t.i.d. 
In Parkinsonism when used in 
combination with other drugs, 
smaller dosage may suffice. 


Brand of Orphenadrine HCI 
\Riker) ANGELES 


*Trademark of Brocades-Stheeman 
& Pharmacia. U.S. Patent No. 
2,567,351. Other patents pending. 
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Highly against Wee 
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pho asm 
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plephar” sity and te 
mildly jaucoma: 


For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged therapy 

® well tolerated, relatively nontoxic 

® no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

® chemically unrelated to phenothiazine 
compounds and rauwolfia 

derivatives 

® orally effective within 30 minutes 

for a period of 6 hours 


|| RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


2-methyl-2-&-propyl-1,3-propanediol 
dicarbamate —U. S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


® 
i) ° WALLACE LABORATORIES, New Brunswick, N. J. 
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The 

Upjohn Company 
announces 

a major 
corticosteroid 
improvement 


minor 
chemical 
changes 

can mean 
major 
therapeutic 
improvements 


Th e most e Lower dosage 


(% lower dosage 
than 


efficient of all 


e Better tolerated 


anti-inflammatory 


retention, less 


ste oids gastric irritation) 


Supplied: Tablets of 4 mg., in bottles 
information, consult 
of 30 and 100. your Upjohn representative, 
or write the Medical Department, 
KTRADEMARK FOR METHYLPREONISOLONE, UPJOHN The Upjohn Company, 


Kalamazoo, Michigan. 


Upjohn 
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Clinically tested in over 4,500 cases." 


Announcing a new 


anorexigenic specific 
not CNS stimulant 


“5 times safer (LD/50) than d-amphetamine” 


(brand of 1-phenyl-2-aminopropane alginate,t Nordmark) 


LEVONOR (1-phenyl, 2-aminopropane alginate, 
Nordmark) is a new anti-hunger compound that offers a 
sounder, more effective and more comfortable approach 
to weight reduction. It has proved remarkably successful 
in securing cooperation of patients on restricted diets. 


26 
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LEVONOR...the appetite suppressant 
that can be given as late as 8 p.m. 


does not interfere 
with sleep 


In a study! of its effects on 173 over- 
weight patients, “none of the patients 
complained of loss of sleep. In fact 
when 5 mg. of LEVONOR was given at 
8 p.m. no interference with sleep was 
noted; night hunger was markedly 
diminished.” This is a unique advan- 
tage since it is in the evening when 
most obese patients are tempted to 
break their diet. 


no CNS overstimulation 


LEVONOR has no effect onthe mood of 
the patient. It does not overstimulate 
the cerebral cortex, thus avoiding jit- 
teriness, tenseness, nervousness and 
disturbance of sleep. 


depression of appetite 
is its primary effect 


Unlike d-amphetamine, LEVONOR is not 
a central nervous system stimulant— 
its primary effect is to depress the ap- 
petite. Impressive results, even with 
late evening doses, are obtained with- 
out the addition of sedatives.!> 


five times safer than 
dextro-amphetamine 


LEVONOR’s much greater safety 
(LD/50) and, concomitantly, its far 
greater freedom from side effects have 
been striking findings in extensive tox- 
icity studies.! 


here are typical clinical 


results with LEVONOR: 
STUDY NO. 1! 
Number of patients. . . . . 173 
Average daily dose . . 2-3 tablets 
(5 mg. each) 
Average duration of 
treatment .... . 6 Weeks 
Average weekly weight 
*Minimized by dosage adjustment 
STUDY NO. II’ 
Number of patients. . . . . 52 
Average daily dose . . 2-3 tablets 
(5 mg. each) 
Average duration of 
treatment .... . 9 weeks 
Average weekly weight 
*Adjusted with dosage 


economy and low dosage of 
LEVONOR make it possible to 
administer this drug long enough 
to favorably alter the patient’s 
eating habits. 


Administration and Dosage: 


Average dose: 5 to 10 mg. twice 
daily. 


Bibliography 


. Se. Exhibit, N. Y. State Med. Meeting, Feb. 
18-21, 1957. 

. Pomeranze, J.: Report 807: 1957. 

. Frohman, I. P:: Report 315: 1957. 

. Dwyer, Thomas: Report 912: 1957. 

. Gadek, R. J.: Report 186: 1957. 

. Se. Exhibit, Mich. State Med. Soc. Meeting 
Sept. 25-27, 1957. 


*+Patent Pending *Trademark 


N ORDM ARK Pharmaceutical Laboratories, Inc., Irvington, N. J. 
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ATIVE 


( not a chemical Tranquilizer ) 


\ OUT OF THE LABORATORIES 
OF VITAMINERALS 


No Contraindications 
¢ No Harmful Side Effects 
¢ A Mild Relaxant 


A NATURAL... 


\ 


* BALDRIAN 


Biologically Standardized 
Valerian Units 


The tension-relieving prop- 


erties of *BALDRIAN long . 


have been noted by re- 
searchers around the world. 
Their problem: How to over- 
come variations in different 
batches, and establish a defi- 
nite performance-standard. 

Vitaminerals’ scientific 
team has now’ developed a 
technique that biologically 
standardizes *BALDRIAN as 
to potency and effect. 

VM No. 33 is the safe, nat- 
ural calmative —with biolog- 
ically standardized * BALD- 
RIAN. Recommended in un- 
complicated anxiety states, 
tensions, sleeplessness and 
hypochondriasis. 


BOTTLE OF 100 TABLETs..$4.00 


Complete data from your 
Vitaminerals Distributor or 
write Vitaminerals Inc., 
Glendale 1, California. 


PRIOR PRODUCT_TESTING 


INTENSIVE RESEARCH: Investigations by 
Vitaminerals’ Research Department, including 
translations of reports of and correspondence 
with foreign scientists, have taken 

advantage of work with *BALDRIAN on 

an international scale. 


RIGID LABORATORY TESTS: Precise, controlled 
work with laboratory animals next resulted in 
biological standardization of *BALDRIAN. 


CLINICAL TRIAL: Once standardized in the 
laboratory, actual clinical tests by a qualified 
specialist established the effectiveness 

of Vitaminerals’ *BALDRIAN in cases of 
uncomplicated anxiety neuroses. 


*Vitaminerals Brand of Standardized Valerian 


GLENDALE 
MITAIPAINE INC. 
CALIFORNIA 


Journat A.O.A,. 
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LOW BACK PAIN? 
keep her “up and about” with 


skeletal muscle relaxant 


benefits 80 per cent of patients Clinically established as an effective lissive agent, 
FLEXIN has produced good to excellent results in low back disorders in about 80 per cent of patients 
treated.'.2 FLExIN may also be expected to relieve muscle-spasm discomfort in a high percentage of 
patients with sprains, muscle strains and contusions, fibrositis, bursitis, myositis, and spondylitis.% 


supplied Pink, enteric coated tablets (250 mg.), bottles of 36. Yellow, scored tablets (250 mg.), bottles of 50. 


refer ENCES (1) Settel, E.: Am. Pract. & Digest Treat..8:443, 1957. (2) Johnson, H. J., Jr.: Am. Pract. & Digest Treat., in press. (3) Council 
on Pharmacy and Chemistry, A.M.A.: New and Nonofficial R dies, Philadelphia, J. B. Lippincott Company, 1957, p. 508. 


*U.S. Patent Pending 
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accumulated experience 
indicates that nicotinic acid is 


1.P ,W.B., Jr, 
an Fin dH. si the most effective and 
.A.M.A. 165: 
(Sept. 21) 1957. practical agent yet introduced 


for lowering elevated blood 


cholesterol and beta-lipoprotein 
cholesterol.’ 


eu fort od antic holeste vot 


anticholesterol dosage of nicotinic acid fortified by essential 
factors to protect against latent deficiencies due to a large 
dosage of a single B factor.® In addition, pyridoxine to aid 
normalization of the blood lipid pattern,*® as well as ascorbic 
acid to aid in resisting degenerative arterial changes. 


—produces immediate results that are so valuable in entering 
upon a long course of therapy. 


JournaL A.O.A. 


and this without 
altering fat intake in 
the average diet” 


clinically confirmed reduction of 
plasma cholesterol levels by nicotinic 
acid in 78.2% of 110 subjects*®’ 


Vor. 57, Nov. 1957 


average cholesterol level, mg. /100 cc. 


VASTRAN FORTE lowers cholesterol! levels 
promptly, dramatically 


Chart shows average cholesterol levels high prior to 
treatment, significant drop when patients were given 
nicotinic acid, but not when they received nicotinamide 
—normal diet throughout investigation.4 


Equally important: VASTRAN FORTE redirects the 
lipoprotein plasma balance toward normal® 


Familial hypercholesterolemia 


2 


Weeks after 
start of treatment 


Change in ratio of beta-lipoprotein cholesterol to 
alpha,-lipoprotein cholesterol in serum demonstrates 
a sharp turn toward normalcy after start of treat- 
ment with nicotinic acid, 3 Gm. daily.® 


Patients should be prepared to expect a 
rather pronounced warm flushing and “itchy 
tingling” within 15 minutes or so of each 
dose. This is the normal initial response to 
high dosage of nicotinic acid and is in no 
way harmful—in fact some patients may find 
it quite stimulating and reassuring. In any 
case, this effect usually subsides after 3 to 
5 days of treatment. 


Each VASTRAN FORTE Capsule contains: 


Nicotinic acid 375.0 mg. 
Ascorbic acid 50.0 mg. 
Riboflavin 2.5 mg. 
Thiamine mononitrate 5.0 mg. 
Cobalamin concentrate (Vitamin Biz activity) ..............00+ 1.0 meg. 
Calcium pantothenate 2.5 mg. 
Pyridoxine hydrochloride 0.5 mg. 


Dosage: 2 capsules 4 times daily. Administration is 
limited to 6 months’ duration. 

Supply: Bottles of 100 capsules. 

References: 

1. Parsons, W. B., Jr., and Flinn, J. H.: J.A.M.A. 165:234, 1957. 
2. Sebrell, W. H., and Harris, R. S.: The Vitamins, Chemistry, 
Physiology, Pathology, New York, Academic Press, 1954, vol. 2, 
p. 551. 3. Gregory, I.: J. Mental Sc. 101:85, 1955. 4. Shroeder, H. A.: 
J. Chron. Dis. 4:461, 1956. 5. Stare, F. J., et al.: J.A.M.A. 164:1920, 
1957. 6. Parsons, W. B., Jr., et al.: Proc. Staff Meet., Mayo Clin. 
31:377, 1956. 7. Altschul, R.; Hoff, A., and Stephen, J. D.: Arch. 
Biochem. 54:588, 1955. 


Write for reprint, sample and detailed booklet 


WAMPOLE LABORATORIES 
Henry K. Wampole & Co., Inc., Philadelphia 23, Pa. 
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‘... nauseated and vomiting every day, 


practically the whole day, from 


the beginning of this pregnancy...” | 


On “Compazine’, 5 mg. q.i.d., this severe case of nausea 
and vomiting of pregnancy showed “almost immediate 
response.” She had no nausea or vomiting after starting 


‘Compazine’ therapy. 


Available: Tablets, Ampuls and Spansule® sustained release capsules. 


Compazine 


for prompt control of nausea and vomiting of pregnancy 


Smith, Kline & French Laboratories, Philadelphia #T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
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Whenever tetracycline therapy 
is indicated — - 


Every clinical consideration 
recommends...; 


* 


° A single, pure drug (not a mixture) 


e Highest tetracycline blood levels 
Clinically ““sodium-free” 

e Equally effective, b.i.d. or q.i.d. 

e Exceptionally free from adverse reactions 


° Dosage forms for every therapeutic need 


W YORK 


Every clin consideration recommends 

™ 

THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 

faster, more certain control of infection 

BRISTOL LABORATORIES INC., SYRACUSE, NE 

> 

Available for your prescription at all leading pharmacies ; ae : 


KNOX PROTEIN PREVIEWS 


Knox “Choice of Foods” Diet Can Help Your 
CARDIAC Patients Lose Weight Successfully 


i. Color-coded diets of 1200, 1600 and 1800 calories are 
based on nutritionally-sound Food Exchanges.’ 

2. Easy-to-use Food Exchanges (referred to in the Knox 
booklet as Choices) eliminate calorie counting by patient. 
3. Diets promote accurate adjustment of caloric levels to 
the special needs of the patient yet allow each individual 
considerable latitude in the choice of foods. 

4. More than six dozen appetizing, low-calorie recipes are 
presented on the last 14 pages of each diet booklet. 


1. The Food, Exchange, Lists referred to are based on material in 
“Meal Planning with Exchange Lists” prepared by Committees of 
the American Diabetes Association, Inc., and The American Dietetic 
Association in coeperation with the Chronic Disease Program, Public 
Health Service, Department of Health, Education and Welfare. 
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Chas. B. Knox Gelatine Co., Inc. 
Professional Service Dept. 30-34 
Johnstown, N. Y. 


Please send me ....... dozen copies of the new illus. 
trated Knox Reducing booklet based on Food Exchanges, 


Your Name and Address 
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hift 
quickly 


to any operative position > Without visual attention 


Just touch the fingertip 


Any conventional or extreme 
position is obtained quickly with the 
head-end controls of... 


SHAMPAINE S-1502 MAJOR OPERATING TABLE 
Write on your letterhead for brochure today. 


the world’s most complete line of tables... operating, chair, obstetrical 


A MODEL FOR EVERY NEED 


1920 SOUTH JEFFERSON «+ ST.LOUIS, MISSOURI 
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REMEMBER THE 


OSTEOPATHIC PHYSICIANS, HOSPITALS AND COLLEGES 
PLEASE EXTEND EVERY COURTESY TO REPRESENTATIVE OF 


Convention Exhibitor 
Advertiser’ in A. O. As Pyblications 


AMERICAN OSTEOPATHIC ASSOCIATION | 


This-card expires 
Dee 4957 


Extend Every Courtesy To Your Detail Men 


Vor. 57, Nov. 1957 


i 
; 
i 
i 
| 
4 
i 
i 
: 
| 
| 
: 
5 
i OF 
| | 
| 
4 
Bee 
35 


The ever increasing interest in intra-arterial 
pressure emphasizes today’s need for a mean- 


ingful degree of accuracy in its measurement. 


It is as simple as this... 
consistent, dependable, and repeatable blood- 


pressure readings are obtained with the 


BAUMANOMETER? because it is a true 


mercury-gravity instrument. 


ARD FOR BLOODPR 
THE WORLD OVER 
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for the complications 


of Asian flu 


o* 


mae 


GANTRICILLIN 


provides Gantrisin plus penicillin 


in a sinele tablet...” 


for control of both gram-positive 


and Lram-negative secondary 


Gantricillin 300 for potent therapy 


Gantriéillin Acety] 200 suspension for pediatric use 


Gantricillin 100 for mild infections 


Gantricillin®; Gantrisin®—brand of sulfisoxazole 


RocHE LABORATORIES 
Division oF HoFFMANN-LA RocuHe Inc 


Nutley 10 » New Jersey 
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Simplified Oral Treatment 
of Menstrual Irregularities 


anhydrohydroxyproge 10.00 mg. per 
primed by ethinyl estradiol 0.01 mg. tablet 


Dysfunctional uterine bleeding 
Secondary amenorrhea 


Given by mouth for five days, DUOSTERONE® 
tablets simulate the hormonal requirement of 
the secretory phase of the menstrual cycle. 
Normal menstrual function thus may be safely 
and conveniently restored with twin-hormone 
action of DUOSTERONE: oral progesterone 
primed with ethinyl estradiol. Normal menses 
may be set off by DUOSTERONE, much as 
touching the pendulum starts a wound clock. 
According to the concept of Holmstrom!', 
DUOSTERONE therapy may initiate an endocrine 
chain-reaction resulting in spontaneous 
ovulatory cycles. 


Other indications: Habitual or threatened 
abortion and functional sterility have also 
responded to DUOSTERONE therapy. 


Supplied: DUOSTERONE tablets in bottles of 25 
and 100, on prescription only. 


1. Amer. J. Obst. & Gynec., 68:1321, 1954. 


Write for: 


Medication Time Calendar 
and clinical supplies 
of DUOSTERONE 


— + Roussel )— ROUSSEL CORPORATION « 155 East 44th St., New York 17, N.Y. 


JourNAL A.O.A. 


predic? 
~ 
38 


Arteriogelerotic 


HYDROCHLORIDE TRIHEXYPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkinsonism, 
a in young and old, cardiac, hypertensive, posten- 
cephalitic and idiopathic types. Well tolerated, 

first ARTANE maintains strong antispasmodic action 
over prolonged periods of treatment. ARTANE is 
remarkably free of serious toxic properties, has 

on no deleterious effect on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir 
‘containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


LEDERLE LABORATORIES DIVISION 
AMERICAN CYANAMID COMPANY GED 


PEARL RIVER, NEW YORK 


"Reg. U.S. Pat. Off. 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with a 
fearful question: “Will 1 be able to make it?” 


Exertion leads to attacks . . . and fear of attacks leads 
to an increasing restriction of activities. Ultimately, 
even the attack-free intervals may lose all semblance 
of normal living. 


Remove the fear factor. In 4 out of 5 patients, routine 
prophylaxis with Peritrate reduces the incidence and 
severity of anginal attacks, improves abnormal EKG 
tracings and increases exercise tolerance. 

A new sense of freedom restores the “cardiac cripple” 
to a sense of usefulness and participation, although he 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


should not now indulge in previously prohibited stren- 
uous exercise. 

Peritrate prophylaxis is simple: 10 or 20 mg. before 
meals and at bedtime. The specific needs of most pa- 
tients are met with Peritrate’s five convenient dosage 
forms: Peritrate 10 mg. and 20 mg. tablets; Peritrate 
Delayed Action (10 mg.) for protection continued 
through the night; Peritrate with Phenobarbital (10 
mg. with phenobarbital 15 mg.) where sedation is also 
required; Peritrate with Aminophylline (10 mg. with 
aminophylline 100 mg.) in cardiac and circulatory in- 
sufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 mg. 
before meals and at bedtime. 


Journat A.O.A. 
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and allergic rhinitis, sinusitis, nasopharyngitis 
Total Area Decongestion 


Actual 
Vest-Pocket Size 


Stainless steel vial 


Provides at least 200 
identical inhalations 


leakproof, 
spillproof 


Gentle aerosol-pro- 
pelled vapor 


Tissue-compatible 
medication 


Measured-dose 
valve prevents hap- 
hazard dosage and 
waste 


Maximal effect from 
small dosage 


Safe for children too 


Sterilizable, removable 
unbreakable plastic nasal 
adapter 


ANTI-INFLAMMATORY | 
ANTIBACTERIAL 
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Vs 4 axe. 
Effective, Well Tolerated, 4-Pronged Attack 
VASOCONSTRICTIVE 
7.0 mg..neomycir ‘sulfate 1.5 mg. (equivalent to 1.0 mg. of neomycin base. 
| 


by ¥ 4 % 


SUSTAINED ACTION 


TRIPLE-LAYER TABLET 


“oe | Keeps patients asymptomatic and 
e alert up to 12 hours with one tablet 
LOW SEDATION 


| G R 0 U F 4 antihistamine 

| 55 

® 


Brand of Isothipendyl hydrochloride 


HIGH POTENCY 


ae 4-mg. starter dose (rapid release for rapid, initial control) 
2-mg. booster dose (provides continuing therapeutic levels) 
6-mg. follow-up dose (slow release for sustained, prolonged relief) 


“Twelve hours was the duration of action [of one tablet] 
in over 90 per cent of a series of 125 patients treated with 


‘THERUHISTIN’-S.A.””" 


The Group 4 features of “THERUHISTIN”— high 

potency/low sedation — have been established in recent trials 
involving 602 patients.’ Effective results were obtained 

in 92 per cent of the cases and drowsiness was reported in only | 
0.8 per cent—or only 1 out of every 100 patients. 


DOSAGE: “THERUHISTIN”-S.A.—1 tablet on arising; repeat every 
8-12 hours as necessary. SUPPLIED:“THERUHISTIN”-S.A, Tablets, 12 mg., 


bottles of 100 and 1,000. 


ALSO AVAILABLE: “THERUHISTIN” Tablets, 4 mg., bottles of 100 and 1,000. 
“THERUHISTIN” Syrup, 2 mg. per 5 cc. (tsp.), bottles of 16 fluidounces. 


AYERST LABORATORIES New York, N.Y. - Montreal, Canada 


1. Spielman, A. D.: Personal communication. 2. New and Unused Therapeutics we 
Am. Coll. Allergists: Interim Report at Thirteenth Annual Congress, Mar. 20-22, 1957, 
Chicago, Ill., Ann. Allergy, to be published. ; 5773 


Vor. 57, Nov. 1957 ; 43 


aise 
} 
i 
# 
i 
| 
i 
y 
‘ 

ig 


a 


es 
3 
A 
ee. ~ 
q 
% 
: 
tae 


4 


qu’ ique antacid milk like action 


ITRALAC 


NTITRALAC acts in seconds, lasts 
for hours and tastes good month 
after month...equally valuable 
for patients with peptic ulcer 

or simple hyperacidity. 


The buffering action of 4% pint 

of milk is supplied by two TITRALAC 
Tablets or one teaspoonful 

of TITRALAC Liquid. 


Each minty-tasting, non-chalky white tablet (0.60 Gm.) 
contains 0.18 Gm. glycine and 0.42 Gm, calcium carbonate. 


Also available: Trrratac Liquid—one teaspoonful (5 cc.) 
contains 0.30 Gm. glycine and 0.70 Gm. calcium carbonate. 


FITRALAC 1S SCHENLABS’ REGISTERED TRADEMARK FOR ITS BRAND OF ANTACID. 


SCHENLABS PHARMACEUTICALS, INC - New YORK 1, N.Y. 
{Formerly Scheniey Laboratories, Inc.) 
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New Chemotherapy 


RHEUMATOID 


ARTH 


ensive arthritis oat related 


diseases—in this country and abroac 
shown the antimalarial Aralen phosphate to he highly ol effective 
large percentage of patier 


Clinical Results with Aralen 
in Rheumatoid Arthritis 


No. of Ma. Mi 
Cases improvement No Effect 

Haydu! 28 22 5 1 
Rinehart? 25 12 a 9 
Freedman? 50 43 3 4 
Bagnall4 108 7 12 19 
Bruckner> %6 32 4 
Cohen and Calkins® 22 17 3 2 
Scherbel ot al.7 25 3 

Total 294 212 (72%) 35 (12%) 47 (16%) 


@ Success dependent upon persistent treatment 
e Often of benefit where other agents have failed 
e Remissions on therapy well maintained 


e Remission of 3 to 12 months possible even if 
treatment is interrupted 


e Tachyphylaxis not evident 


GENERAL EFFECTS: 


© Patient feels better 

Patient looks better 

e Exercise tolerance increases 

e Walking speed and hand grip improves 


LABORATORY EFFECTS: 


e E.S. R. may fall slowly 
® Hemoglobin level may gradually rise 


ANALGESICS AND STEROIDS: 


e Requirements usually reduced or 
eliminated 


JOINT EFFECTS: 


Pain and tenderness relieved 
Mobility increases 

Swellings diminish or disappear 
Muscle strength improves 
Rheumatic nodules may disappear 


Even severe or advanced deformity 
may improve 


e Active inflammatory process usually 
subsides 


e Joint effusion may diminish 


Aralen is cumulative in action and 
requires four to twelve weeks of 
administration before therapeutic effects 
become apparent. 


Latest information indicates that an initial daily 
dose of 250 mg. of Aralen phosphate is preferable 
to the higher doses sometimes recommended, 
However, if side effects appear, withdraw 
Aralen for several days until they 

subside. Reinstate treatment with 125 mg. 
daily and, if well tolerated, increase to 250 mg. 
The usual maintenance dose is 250 mg. daily. 
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INDICATIONS: 


e Rheumatoid arthritis, acute or chronic 
—with or without adjunctive therapy. 
Spondylitis 


e Arthritis associated with lupus 
erythematosus or psoriasis 


HOW SUPPLIED: 


THEORY OF ACTION: 


Aralen appears to suppress or 

induce remission of rheumatoid 
inflammatory processes by inhibiting 
adenosinetriphosphatase. 


Aralen phosphate: 250 mg. tablets in bottles of 100 and 1000. 
125 mg. tablets in bottles of 100. 


Tolerance: 


Aralen is usually well tolerated. Toxic effects are 
usually mild and to date have been transitory in 
nature, disappearing completely either on con- 
tinuance or cessation of therapy or on reduction in 
dosage. 


Gastrointestinal disturbances (e.g. nausea, 
rarely vomiting, diarrhea, abdominal cramps, 
anorexia) are frequent manifestations of intoler- 
ance. Temporary blurring of vision (due to inter- 
ference with accommodation) is also relatively 
frequent. 


Pleomorphic skin eruptions (e.g. lichenoid, 
maculopapular, purpuric) , although generally mild, 
may preclude the use of an optimum dosage 
schedule. If a skin reaction persists on a reduced 
dosage schedule, or recurs after reinstitution of 
treatment with gradually increasing doses, discon- 
tinue Aralen till the lesion again disappears and 
consider resuming treatment with Plaquenil® 
(brand of hydroxychloroquine). 


Less frequently transitory vertigo, headache, 
lassitude, or neurological disturbances, such as 
nervousness, irritability, emotional change, and 
nightmares have been reported. Instances of unex- 
plained slight gradual weight loss as the patient’s 
general health and arthritic condition improved 
have been mentioned. Occasional instances of 
bleaching (depigmentation) of the hair have been 
described. 


Although an occasional instance of leukopenia, 
with normal differential count, has been reported 
(WBC about 3000), it has not proved troublesome 
because it has always been reversible on discontinu- 
ance, or diminution of the dose. Even spontaneous 
reversal may occur while full dosage is maintained. 


References 


1. Haydu, G.G.: Rheumatoid arthritis therapy; a rationale and the use of 
chloroquine diphosphate, Am. J. M. Sc. 225:71, Jan., 1953. 
2. Rinehart, R.E.: Chloroquine therapy in rheumatoid arthritis, Northwest Med. 


54:713, July, 1955. 


$. Freedman, A.: Chloroquine and a arthritis, a short-term controlled trial, 


Ann. Rheum. Dis. 15: 251, Sept., 


4. Bagnall, A.W.: The value of chloroquine in rheumatoid disease, a four year study 
of continuous therapy, read at the Ninth International Congress on 


in Toronto, Canada, June —— 1957. 
6. Bruckner I., and Rosenzweig, S 


.: Treatment of chronic rheumatoid 


Aralen is known to concentrate in the liver and, 
although hepatic damage has never been reported, 
the drug should be used with caution in the pres- 
ence of liver disease. In the presence of severe 
gastrointestinal, neurological, or blood disorders, 
the drug should be used with caution or not at all. 
If such disorders occur during the course of ther- 
apy, the drug should be discontinued. Concomitant 
use of gold or phenylbutazone with Aralen should 
be avoided because of the tendency of these agents 
to produce drug dermatitis. 


Clinical Comments: 


Of fifty patients receiving Aralen therapy, “43 
have become really well; that is, they have no stiff- 
ness, and any pain that occurs can reasonably be 
attributed to use of joints affected by secondary 
degenerative changes. They have no evidence of 
joint inflammation, but may have a raised erythro- 
cyte sedimentation rate. They have little or no need 
for analgesics.” Freedman? 

“One hundred and twenty-five private patients 
have been carefully followed clinically and haema- 
tologically while receiving well over 200 patient- 
years of chloroquine [Aralen} therapy. The results 
are considered good in 70%, one-half of these cases 
being in remission. Improved work performance, 
sedimentation rate, and hemoglobin levels para- 
lleled the major objective gain in this 70%. 90% of 
them remained on chloroquine {Aralen} therapy, 
half for more than two years. Classical peripheral 
rheumatoid arthritis, spondylitis, arthritis of 
juvenile onset, and rheumatoid disease with 
psoriasis, all appeared to respond about equally 
well. 

“It is suggested that chloroquine comes closer to 
the ideal for long-term, safe, control of rheumatoid 
disease than any other agent now available.” 

Ba 


“Out of the 36 rheumatoid arthritis cases we 
treated ... favorable results were obtained in 32 
Bruckner et 


cases. 


Rheumatic Diseases 


arthritis with synthetic antimalarials, read at the Ninth International Congress 
on Rheumatic Diseases in Toronto, Canada, June 23-28, 1957. 

6. Cohen, A.S., and Calkins, Evan: A controlled study of chloroquine as an antirheumatic 
agent, read at the Ninth International Congress on Rheumatic Diseases 


in Toronto, Canada, June 23-28, 1957. 


%. Scherbel, A. L., Schuchter, S.L., and Harrison, J.W.: ¥ sees ged of bmg of two 
antimalarial agents, hydroxychloroquine sulfate and chloroquine 


in patients with rheumatoid arthritis, C 


leveland Clin. Quart. 24: 1987. 
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CHYMAR, a suspension of chymo- 

© trypsin in oil, is preventive as well as therapeutic. 

afr Reduces and Prevents inflammation from any 

cause, traumatic and infectious edema, pain from 

inflammation and swelling...Hastens absorption 

of blood and lymph effusions... Restores circula- 


tion .. . Promotes healing . . . Augments action of 
antibiotics ... Has no known, incompatibilities. 


Dosage: Inject 0.5 cc. of Chymar intramuscularly 1 to 3 times daily until 
clinical improvement is obtained. Supplied in 5 cc. vials. Each cc. contains 
5000 units of proteolytic activity. 


\S THE ARMOUR LABORATORIES 4 pivision oF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 


48 Journat A.O.A. 


SOE arikle sprain fracture of forearm external hematom 
hemorthoidecto my.) CHy MAR hemorrhages and bruises” 
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gh Antitussive 
Antihistaminic 
Decongestant 


Analgesic-Antipyretic 
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The ULL complete cold formula 


brings new ease and comfort to patients with colds and 
other upper respiratory disorders by providing 
more complete control of symptoms. 


Each teaspoonful (5 cc) of pleasant tasting 
Romilar CF syrup provides: 
ANTITUSSIVE Hydrobromide* 15 mg 


ANTIHISTAMINIC Maleate 1.25 mg 
DECONGESTANT Phenylephrine Hydrochloride 5 mg 


ANALGESIC-ANTIPYRETIC N-acetyl-p-aminophenol 120 mg 


y Brand of dextromethorphan hydrobromide—the non-narcotic cough specific with codeine’s antitussive 


a" but without codeine’s side effects. 


ROCHE LABORATORIES, Division of Hoffmann-La Roche Inc, Nutley, New Jersey 


6 Spe | wi Za 


“[‘Cytomel’] has proved to be highly efficient in the treatment of 
...metabolic disorders.... In most cases, [“Cytomel’] was superior 
to thyroid extract, thyroglobulin, and thyroxine and it had much 
fewer side effects.” 

Morton, J.H., and Callas, X.: Clinical Experience with L-Triiodothyronine [liothy- 


ronine] in Metabolic Disorders; Scientific Section of 105th meeting of A.M.A., 
Chicago, Ill., June 11-15, 1956. 


(liothyronine, S.K.F.) 
a new hormone for the treatment of 


hypometabolism caused by: 


1. Subnormal activity of the thyroid gland itself as seen in 
Hypothyroidism. 
Subnormal activity of the thyroid gland in its most severe manifestation 
produces myxedema in adults, cretinism or juvenile myxedema in chil- 
dren. In its milder manifestation, it produces borderline or occult 
hypothyroidism. 


Vor. 57, Nov. 1957 


2. Faulty cellular utilization of the thyroid hormone as seen in 
Metabolic Insufficiency.+ 
The symptoms and signs of metabolic insufficiency are similar to those 
of mild hypothyroidism but with no laboratory evidence of decreased 
thyroid function. (According to current theory, thyroxine, the circulating 
thyroid hormone, to be effective at the cellular level, must be deiodinated 
to liothyronine [L-triiodothyronine]. If sufficient liothyronine is not 
available to the cells to exert its metabolic effect, or if the liothyronine is 
imperfectly utilized by the cells, a decrease in cellular function results.) 


In both hypothyroidism and metabolic insufficiency, ‘Cytomel’ produces 
clinical improvement quickly — often within several days. The fast onset 
of action and the rapid cutoff of activity upon withdrawal allow sensi- 
tive and prompt adjustment of dosage. In metabolic insufficiency, 
liothyronine is the only agent now available that will produce an optimal 
clinical response. 


+Other terms used synonymously in recent literature are “euthyroid hypometab- 


olism,” “‘non-myxedematous hypometabolism,” ‘‘pseudohypothyroidism” and “hy- 
pometabolic syndrome.” 


‘Cytomelr 5 meg. and 25 mcg. (scored) tablets 
Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for liothyronine, S.K.F. (t-triiodothyronine or LT3) 
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Avoid “BOTTOM OF THE VIAL’ reactions 


Each cc. of Globin Insulin 
—including the last one— 
provides the same 
unvarying potency. 


Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 


24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


‘B. CO.” 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 


Journat A.O.A. 


| What is.a Sensible Pheabfast? 


The division of his day into periods for productive work, for 
play, and for sleep makes man fare best when his total daily 
food intake is distributed over three sensibly organized meals. 


Since a high percentage of adolescents and adults forego 
or skimp breakfast, the physician might well point out the 
need for a sensible breakfast: a meal which provides energy 
for a morning of productive work, which allays hunger until 
the noon meal, which supplies an adequate share of the 
day’s nutrient requirements, and which consists of inviting, 
easily digested foods. 


A dish of oatmeal helps fulfill the requirements of such a 
breakfast: It provides readily available energy; it helps to 
allay hunger throughout the morning; it makes a notable 
contribution to the day’s nutritional needs; it fits into vir- 
tually every breakfast, including most of those especially 
low in calories.* 


Oatmeal is richer in protein than other whole-grain break- 
fast cereals. None are as high in thiamine as oatmeal. Also, 
oatmeal provides other B-complex vitamins. Its mineral 


: content, especially of iron and phosphorus, rates it among 
Quaker Oats and Mother’s Oats, the two 


brands of oatmeal offered by The Quaker the leaders. 
Oats Company, are identical. Both brands 
are available in the Quick (cooks in one Its delicious taste and eas digestibility Serta q lif 


minute) and the Old-Fashioned varieties 


which are of equal nutrient value. oatmeal as an ideal “habit food” for a sensible breakfast. 


*WHEN THE DAY'S CALORIE ALLOWANCE IS 
1400 CALORIES OR LESS PER DAY 2400 CALORIES PER DAY 3000 CALORIES OR MORE PER DAY 
Breakfast Breakfast Breakfast 
Approximately 300 Calories Approximately 500 Calories Approximately 700 Calories 
Orange juice, 4 oz. Orange juice, 4 oz. Orange juice, 4 oz. 
Oatmeal, 1 0z. Oatmeal, 1 oz. Oatmeal, 1 oz. 
Skim milk, 4 02. Milk, 4 oz. Milk, 4 oz. 
Sugar, 1 tsp. Sugar, 1 tsp. Sugar, 1 tsp. 
Toast, 1 slice One egg Two eggs 
lightly buttered Toast, 2 slices Bacon, 2 strips 
{Coffee without cream or sugar with butter or jelly Toast, 2 slices 
{Coffee with cream and sugar with butter or jelly 
{Coffee with cream and sugar 
{For children substitute 4 oz. skim milk 
The Quaker Oats @mpany 
CHICAGO 
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nasal medication 


—A.M.A. Arch. Otolaryng. 39:109. 


The active ingredient in ‘Benzedrex’ Inhaler is propylhexedrine, a compound 
developed by S.K.F. specifically to provide rapid, complete and prolonged 
decongestion. 


The Inhaler’s vasoconstrictive vapor diffuses evenly throughout the nasal 
cavity, opening ostia and ducts which are frequently inaccessible to other 
intranasal preparations. Drainage is established; congestion relieved; head- 
ache, pressure pain and “stuffiness”’ alleviated. 


Wide margin of safety . . . effectiveness . . . convenience ... ease of appli- 
cation . . . all these adapt ‘Benzedrex’ Inhaler for use by both children and 
adults, particularly between office treatments. As Byrne points out, “the 
ease of the administration of the drug recommends itself to the ambulatory 
patient and tends to make more certain the patient’s use of the material.” 


—New England J. Med. 209:1048, 


For your patients’ comfort between visits to your office 


Benzedrex* Inhaler 


formula 


Each ‘Benzedrex’ Inhaler is packed with propylhexedrine, S.K.F., 
250 mg.; and aromatics. 


Smith, Kline & French Laboratories, Philadelphia 
*T.M. Reg. U.S. Pat. Off. 
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dermatologists 
\ in treatment of 


All the latest textbooks of dermatology accept 
the value of local treatment with mercury for 
psoriasis. 


“External remedies are essential,” writes Sut- 
ton (Diseases of the Skin, 11th ed., 1956, p. 933). 
“Mild cases respond promptly, and the eruption 
can be removed in from 2 to 6 weeks; moderate 
cases require from 1 to 3 months, while extensive 
and long-standing cases are obstinate.” 


It is in the obstinate cases of psoriasis, which 
has resisted other methods of treatment, that 
RIASOL is especially indicated. 


RIASOL* contains the skin alterative approved 
by dermatologists, mercury 0.45%, which is 
chemically combined with soaps for more effective 
action. It also contains phenol 0.5% to relieve 
itching and cresol 0.75% to help remove the 
silvery white scales. The saponaceous vehicle of 
RIASOL carries the mercury through the deeper 
layers of the epidermis to reach the prickle-cell 
layer affected by acanthosis, the essential lesion of 
psoriasis. 


A single application of RIASOL every night 
suffices, after bathing and drying the affected area. 
Easily applied, non-staining, no bandages. Sup- 
plied in 4 and 8 fld. oz. bottles at pharmacies 
or direct. 


*T. M. Reg. U. S. Pat. Off. 


Test RIASOL Yourself 


May we send you professional literature and generous 
clinical package of RIASOL. No obligation. Write 


SHIELD LABORATORIES 


Dept. JAOA-1157 


12850 Mansfield Avenue Detroit 27, Michigan 


RIASOL for 


Before Use of Riasol -dage 
J After Use of Riasol ae 
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an adwanced method of 
theophylline therapy 


Disposable Rectal Unit 


| simple...safe...effective... 


i 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.‘ 


Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 


Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 
te, packed in individual cartons, manufac- 


co. owe.’ turer’s label readily removable. 
REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 
K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


CLYSMATHANE 


(FLEET) 
Disposable Rectal Unit 
Professional Samples and literature on request 


c. B. FLEET CO., INC. 
Lynchburg, Virginia 


since 
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VAGINAL 


when the ‘jelly-alone’ method 


iS advised, NEW Koromex@> 


SFFECTIVE 


TRADEMARK 


the outstandingly competent 
spermatocidic agent.....is 
now available to physicians. 


availability, another H-R “first’’... 

Large tube of Koromex _ vaginal jelly, 125 grams, 
with patented measured dose applicator, is supplied in 
a washable, appealingly feminine zippered kit, at no 
extra charge, for home storage. 

The 125 gram tube of Koromex@ may also be 
bought separately at any time. 

Factual literature sent upon request. 


The beautiful zippered plastic kit — originated by H-R — ren Sener ee a type base 


the modern way to store the jelly and the applicator. 2.0% 
0.5% 


HOLLAND-RANTOS CO., INC. ° 145 HUDSON STREET, NEW YORK 13, N. Y. 
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IRON DEFICIENCY ANEMIA 


RESPONDS to iron and iron alone 


“the greatest incidence of iron deficiency 


is... between 6 and 24 months.”” 


iron in a drop for infants and children 


Fer-In-Sol: Well-tolerated, efficiently 
utilized ferrous sulfate in an acidulous 
vehicle for better absorption. Its pleasant 
citrus flavor makes it readily acceptable 

to young children. 


Supplied: 15 cc. and economical 50 cc. 
bottles with calibrated unbreakable plastic 
‘Safti-Dropper’ for easy administration. 


Dosage: Prophylactic—0.3 to 0.6 cc. daily. 
Therapeutic—1.2 to 2.4 cc. or more daily, 

in divided doses. (0.3 cc. supplies 7.5 mg. 

of iron—more than the Recommended Daily 
Allowance for children up to 4 years old.) 


(1) Smith, N. J., and Rosello, S.: J. Clin, Nutrition 7 :275, 1953. 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 47087 


— 


“All of us were going through 
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Marian’s ‘change of life: 


Menopause for Marian was more than just ‘change of life,”’ 
for it was accompanied by a sudden and radical change in 
behavior. Gloomy and morose, she retreated from friends .. - 
her crying spells and panicky states increased alarmingly 

... and no amount of reassurance seemed to help. 


But yesterday, after so many 
months apart from society, 
Marian came back to the 
bridge club—a new woman. 


Pacatal, 25 mg. 
t.i.d., brought her 
out of her 
menopausal 
depression. 


For patients on the brink of psychoses, Pacatal provides more than 
tranquilization. Pacatal has a “normalizing’’ action; i.e., patients think and 

respond emotionally in a more normal manner. To the self-absorbed patient, Pacatal 
restores the warmth of human fellowship . . . brings order and clarity to muddled 
thoughts . . . helps querulous older people return to the circle of family and friends. 


Pacatal in contrast to earlier phenothiazine compounds, and other tranquilizers, does not “flatten” 
the patient. Rather, he remains alert and more responsive to your counselling. But, like all 
phenothiazines, Pacatal should not be used for the minor worries of everyday life. 


Pacatal has shown fewer side effects than the earlier drugs; its majer benefits far outweigh 
occasional transitory reactions. Complete dosage instructions (available on request) should be consulted. 


Supplied: 25 and 50 mg. tablets in bottles of 100 and 500. 
Also available in 2 cc. ampules (25 mg./cc.) for parenteral use. 


back from the brink with Paeatal 


Brand of mepazine 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 
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Now-— 
“A BACTERIOSTATIC 


Controls Oropharyngeal Infections 
and Relieves Discomfort Quickly 


Chewing ORABIOTIC releases a soothing flow of saliva laden with two locally 
potent and complementary antibiotics—neomycin and gramicidin—plus a 
topical analgesic, propesin, which is more effective than benzocaine. 


NON-SENSITIZING AND NON-IRRITATING. 


NEW ANTIBIOTIC-ANALGESIC CHEWING TROCHES 


for topical treatment or prophylaxis 


For the relief of postoperative discomfort and the prevention of sec- 
ondary hemorrhage following tonsillectomy. Valuable also as a topical 
adjunct to systemic treatment of bacterial infections of the mouth 
and throat. 


_ ’ EACH TROCHE CONTAINING: neomycin 3.5 mg., gramicidin 0.25 mg., 
> and propesin 2.0 mg. 
gies IN PACKAGES OF 20, One troche chewed for 10-15 min. q. 4h. 
wore LABORATORIES, INC., KENILWORTH, N. J. 


*Granberry, C., and Beatrous, W. P.: The Effect of an Antibiotic Chewing Troche 
on Post-Tonsillectomy Morbidity, E. E. N. T. Monthly (May) 1957. 
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For Speedier Return To Normal Nutrition 


and the Protein Need 


in Renal Disease 


Prevailing opinion holds that during the nephrotic 
state—provided the kidneys are capable of excreting 
nitrogen in a normal manner—the patient should be 
given a diet high in protein (1.5 to 2 grams per kilogram 
of body weight daily). The purpose of such a diet is to 
replace depleted plasma protein and to increase the 
colloidal osmotic pressure of the blood. 

Sharp restriction of dietary salt appears indicated 
only in the presence of edema, but moderate restriction 
is usually recommended. 

Lean meat is admirably suited for the diets pre- 
scribed in most forms of renal disease. It supplies rela- 
tively large amounts of high quality protein and only 
small amounts of sodium and chloride. Each 100 Gm. 
of unsalted cooked lean meat (except brined or smoked 
types) provides approximately 30 Gm. of protein, and 
only about 100 mg. of sodium and 75 mg. of chloride. 


In addition to its nutritional contributions meat 


fulfills another advantageous purpose: It helps make 
meals attractive and tasty for the patient who must 
rigidly adhere to a restricted dietary regimen. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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resenting ..an advance} 


the treatment of VAGINIT} 


VAGINAL SUPPOSITORIES AND POWDE! 
| 


| 


a new specific 
montliacide 


MICOFUR™ 


BRAND OF NIFUROXIME 


now added to 
the established 


specific 
trichomonacide 


FUROXONE*® 


BRAND OF FURAZOLIOONE 


JourNnaL A.O.A. 
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85.4% CLINICAL CURES‘? in 219 patients with either trichomonal 
yaginitis, monilial vaginitis, or both*, remissions were secured in 187. 


71.4% CULTURAL CURES? 157 patients showed negative culture 
tests at 3 month follow-up examinations. 


Eliminates malodor 


Esthetically acceptable 


Simple two-step treatment swiftly brings relief and 
control of vaginal moniliasis and trichomoniasis. 


water-soluble powder base). Applied by the physician at least once a week, 
except during menstruation. 


For easy insufflation: plastic “puffer” bottle of 15 Gm., supplied 
with 3 sanitary disposable tips. Also available: glass bottle of 30 Gm. 


STEP 2 Continued home use to maintain moniliacidal-trichomonacidal action: 
TRICOFURON VAGINAL SUPPOSITORIES IMPROVED (Micofur 0.375% and Furoxone 
0.25% in a water-miscible base) . Employed by the patient each morning and 

hight the first week and each night thereafter—through one cycle, especially 

during the important menstrual days. 


Box of 12, each hermetically sealed in green foil. 


Combined results of 12 clinical investigators. Data available on request. 
*27% incidence of mixed Trichomonas and Candida (Monilia) albicans infection. 


NITROFURANS ...a new class of antimicrobials... 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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WDkEw Rapid relief of burning and itching often within 24 hours ge 
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STEP 1 Office administration of TRICOFURON VAGINAL POWDER IMPROVED = 
- (Micofur 0.5% anti 5-nitro-2-furaldoxime and Furoxone 0.1% in an acidic Bas 
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effective 
FIXATION 


Anatomically correct . . . therapeutically 
eis sound . . . these principles are designed in, and 
Oe built in, each Truform appliance. 


Effective support or effective fixation .. . 
this you can depend on when you prescribe 
“Truform.” Your patient benefits from the most 
careful selection and skillful fitting because. . . 


@ TRUFORM Anatomical 
Supports are available 
only from the Ethical 
Appliance Dealer 


Very rigid support and truly ef- 
fective fixation of the lower 

spine is assured by the high 
solid back . . . well-boned 
and with removable semi- 
rigid stays in casings. 
Sacro-Lumbar Support 
Model 1165-HS, compar- 
able model for men 
441-HS. 


CORRECTIVE BELTS 
AND SUPPORTS 


SURGICAL AND 
POST-OPERATIVE SUPPORTS 


THERAPEUTIC 
HOSE 


BACK SUPPORTS 


Many other types ... in 
many models ... write 
for your copy of 
“The Red Book.” 


anatomical supports 


3960 ROSSLYN DRIVE, CINCINNATI 9, OHIO 
BRANCHES: New York and San Francisco 
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you can select his level of vitamin protection from 


the Vi-Sol Vitamin Family 


Dropper dosage 


Tri-Vi-Sol? 3 basic vitamins 
Poly-Vi-Sol° 6 essential vitamins 


Deca-Vi-Sol? 10 significant vitamins 


with stable B,> in solution with C. 


Pleasant fruit-like flavors - hypoallergenic 


} stable - require no refrigeration 


unbreakable plastic ‘safti-dropper’ 


ay 


Make measles easier for Mary 


Cutter Polio Immune Globulin, 
administered between the third 
and tenth day after exposure 

to measles reduces the severity of 
fever, conjunctivitis and coryza. 
And, since modification does not 
interfere with antibody formation, 
active immunity to measles results. 


Highly concentrated Cutter Polio 
Immune Globulin provides 20 to 1 
normal antibody equivalents for 
smaller dosage, and is derived from 
freshly pooled adult venous blood. 


For Those 7 Crucial Days... 
Dosage Schedule for Measles 
Modification 0.02 cc. per lb. 


administered during the 3rd through 
5th day of Incubation Period. 


0.04 cc. per lb. administered 
during the 6th through 10th day of 
Incubation Period. 


Cutter Polio Immune Globulin is also 
recommended for reduction of the 
incidence of paralytic poliomyelitis 
because of its high poliomyelitis 
antibody level; in prevention of 
infectious hepatitis and in the treat- 
ment of hypogammaglobulinemia. 


POLIO 


Immune Globulin 
/ CUTTER 


(Gamma Globulin ) 
available in 2 cc. and 
10 cc. vials 


fine pharmaceuticals for 60 years 


= CUTTER LABORATORIES 


FBERKELEY. CALIFORNIA 


For a chart showing a diagrammatic 
representation of a course of 
typical measles, prepared especially 
for physicians, write Dept. 1-L 
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RECENT 
ADVANCES in 


Neurosurgery* 


PHILIP B. DAVIS, D.O., F.A.C.N. 
Burbank, California 


\ \ HEN NEUROSURGERY was first cultivated 


as a specialty in this country by Harvey Cushing near 
the turn of this century it was largely concerned with 
tumors and injuries of the central nervous system.’ It 
soon included cranial and spinal nerve lesions. The field 
was expanded by Frazier with incision of the spinal 
cord to control intractable pain. Dandy attacked hydro- 
cephalus; Penfield, epilepsy. Peet, Adson, Smithwick, 
and others invaded the autonomic nervous system. Mix- 
ter and Spurling began treating herniated intervertebral 
disks. Moniz and Lima founded psychosurgery. And 
more recently Meyers, Fenelon, Cooper, and others 
have been operating on the thalamus and other basal 
ganglia of the forebrain. These are only a few of the 
innovations that have contributed to the development of 
this special field, but they are reminders of the tremen- 
dous progress and expansion of scope of neurologic 
surgery which has taken place in our times. And, ac- 
tivity in this field shows no sign of abating; rather it 
continues at an accelerating pace. 

Interest in neurosurgery has never been healthier 
or more widespread. The field abounds with intriguing 
current developments which invite discussion. But since 
selection is in order this discussion will be limited to 
consideration of certain aspects of the deliberate partial 
destruction of the human brain for therapeutic effect. 
This is a relatively recent development in neurologic 
surgery and one which, in my opinion, is potentially 
of greatest significance for medical science in general 
and of considerable practical interest for most physi- 
cians. Specifically, I shall refer to recent advances re- 
lated to psychosurgery, and to operations on the basal 
ganglia of the forebrain. 


“Presented at the annual meeting of the American Osteopathic Asso- 
ciation, Dallas, Texas, July 17, 1957. 
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The development of refined surgical technics for 
accurately controlled limited destruction of specific 
parts of the human brain has opened new vistas of 
therapy in both psychologic and neurologic disorders in 
man. To date it appears certain that only a beginning 
has been made and that more developments are yet to 
come. A French neurosurgeon? predicts that the great 
future developments of neurosurgery will occur in the 
realm of functional rehabilitative surgery, as a sort of 
neurologic orthopedics. In any event, the promise of 
these newer developments creates uncertainty as to 
where the boundaries of neurosurgery will come to lie 
in the future. 


Experimental background 


Therapeutic innovations are often a consequence of 
advance in basic science. The past 2 decades have wit- 
nessed unparalleled progress in experimental neurology. 
Significant advances have resulted chiefly from the in- 
troduction of new methods of investigation. Among 
the more important of these are neuronography and 
psychobiology.* 

The first of these innovations, Dusser de Barenne’s 
physiologic neuronography, has added enormously to 
scientific knowledge of the physical structure of the 
brain. In this method any selected part of the. brain is 
stimulated by local application of strychnine. The pro- 
jection of resulting impulses to other parts of the 
nervous system is then traced by electrical means and 
the pathways are subsequently traceable microscopically. 
This technic has revealed anatomic pathways within the 
central nervous system which had eluded discovery by 
other methods. Thus, neuronography has rounded out 
the picture of precise topographic structural organiza- 
tion of the central nervous system. 

The second development, psychobiology,* made it 
possible to investigate in animals the effects of precise 
experimental lesions in the central nervous system on 
the functions of that system. Pavlov introduced meth- 
ods of animal training which opened the door to study 
of cortical functions and their localization, but he was 
at a great disadvantage because he was not a skilled neu- 
rologic surgeon. It remained for a group of American 
physiologic psychologists, Thorndike, Franz, Yerkes, 
Watson, and others, to integrate modern neurosurgery 
with objective methods of animal training and be- 
havioral studies. This so-called psychobiologic approach 
established a sound scientific basis for the investigation 
of anatomic localization of brain functions. It made 
possible controlled studies of the effects of experimental 
lesions of the cortex and basal ganglia on acquired 
skills and behavior in trained experimental animals. A 
massive accumulation of evidence resulting from the 
labors of this school points to a precise localization of 
cerebral function which parallels the precision of struc- 
tural topography of the central nervous system. 


In 1937 Papez® commented that “Emotion is such 
an important function that its mechanism, whatever it 
is, should be placed on a structural basis.” He shrewdly 
proposed, although at the time he had little positive 
evidence, that the hippocampus, the hypothalamus, the 
anterior thalamic nuclei, and the cingulate gyrus and 
their interconnections constituted “a harmonious mech- 
anism which may elaborate the functions of central 
emotion as well as participate in emotional expression.” 
This conclusion appeared to be highly speculative at the 
time, but subsequent strychnine and other stimulation 
studies have confirmed this new appraisal of function. 
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Interest in neurosurgery 
has never been healthier or more 
widespread. The field abounds 
with intriguing current 
developments which 


invite discussion 


Earlier anatomists erroneously concluded that the 
hippocampus and its efferent tract, the fornix, were 
parts of the rhinencephalon or olfactory brain because 
they noted relay connections between these parts and 
the olfactory sensory cortex. In 1947 Brodal® demon- 
strated that the hippocampus was no more intimately 
concerned with olfaction than with other sensory mo- 
dalities. MacLean’ showed that the hippocampal for- 
mation is strategically located for connection with all 
other cortical sensory areas. In addition, it appears to 
receive visceral sensory impulses directly, without relay 
through sensory cortex, brought in by way of the hy- 
pothalamus (as in certain lower vertebrates) and via 
the thalamus.‘ This arrangement obviously provides a 
possibility for association and correlation in the hippo- 
campus of all forms of internal and external sensations. 

Morphologically the cellular structure of the hippo- 
campus is that of an effectory mechanism rather than 
that of a sensory structure.* It has strong efferent con- 
nections with the mammillary body of the hypothala- 
mus via the fornix. The hypothalamus relays impulses 
from the hippocampus to phylogenetically older parts 
of the cerebral cortex which are concerned with auto- 
nomic and emotional activity. Return connections 
enable these cortical fields in turn to influence the 
thalamus, hypothalamus and hippocampal formation. 
Additional relays enable these areas of transitional cor- 
tex to influence also the activity of newer parts of the 
cortical mantle. The cingulate and orbitofrontal cortical 
areas also have significant connections with the hippo- 
campal formation via the amygdala (caudate nucleus ) .* 
These, then, are the structural arrangements, sometimes 
referred to as the “visceral brain,”’? which constitute a 
mechanism for continuous functional relationships 
which are being demonstrated to underlie visceral and 
emotional reactions. 


Psychosurgery 


The year 1935 witnessed the birth of psychosur- 
gery. (This term has come to include the entire field of 
destructive brain surgery for the relief of mental ill- 
ness.) In that year Fulton and Jacobsen reported their 
observations following bilateral limited frontal lobe 
ablations in two chimpanzees.* They noted that frustra- 
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tional behavior which is so conspicuous in the reactions 
of normal chimpanzees when unrewarded in test situa- 
tions largely disappeared, and that temper tantrums 
and anxiety behavior tended to vanish. Fulton relates :° 

After the paper [describing these findings] was read... 
Dr. Moniz arose and asked if frontal-lobe removal prevents the 
development of experimental neuroses in animals and eliminates 
frustrational behavior, why would it not be feasible to relieve 
anxiety states in man by surgical means? At the time we were 
a little startled by the suggestion, for I thought that Dr. Moniz 
envisaged a bilatéral lobectomy which, though possible, would 
be a very formidable undertaking in a human being. Dr. Moniz 
had other ideas, and within a year he and his associate, Al- 
meida Lima, had developed a leucotome, carried out leucotomies 
on some twenty cases, and published a book™?! on the subject. 

Egas Moniz had been encouraged by the results of 
animal experimentation, and on the strength of his rea- 
soning that relief of obsession and anxiety might also 
apply to human beings following bilateral frontal lobe 
ablations he approached his first operation, but not with- 
out hesitation. This is what he says of his first 
lobotomy :** 

Guided by this reasoning, and having for over two years 
spent my every spare moment in reflection upon the matter, at 
the same time weighing my responsibilities, I came to the deci- 
sion that I would undertake to cut the fibers joining the active 
neurons. . . . The entire operation was carried out with the 
greatest of care, in order to safeguard the patients’ lives... . 
In the disquietude I justifiably felt, on the eve of my first op- 
eration to be attempted, all trepidations were overcome by my 
hope of obtaining favorable results. If, indeed, it was to prove 
possible to bring about the disappearance of certain symptomatic 
complexes of a psychic nature by destroying certain cell-connect- 
ing structures, we would have established in a definitive manner 
that psychic functions and parts of the brain involved in produc- 
ing them stood in intimate relationship with one another. 


Moniz was aware that criticism would result from 
what he did, but having weighed all the possibilities, he 
believed on serious grounds, which he detailed, that he 
would do no harm to his patients and might reasonably 
hope to relieve their suffering. He said :™ 

We do not doubt that what we have undertaken here will 
provide a great deal of lively discussion, in the fields of medi- 
cine, psychiatry, philosophy and sociology alike. This we expect 
but we continue to hope that any such discussion will contribute 
to the progress of science, and above all, to the welfare of 
mental patients. 


Within a year Freeman and Watts introduced the 
operation in the United States and soon devised technics 
of their own. Others followed suit. Because exact 
knowledge of anatomic reasons for success and failure 
was lacking, many different technics of psychosurgery 
were developed and utilized, often with benefit but not 
always without harm.'* Twenty years later Bailey and 
Sugar commented that “Some of Moniz’ followers have 
perhaps extended his fundamental idea without as se- 
rious consideration of all the medical and moral im- 
plications of what they were doing.”** 

In all, perhaps 30,000 patients have been subjected 
to one of these operations. Available reports suggest 
that in spite of all the various types of mental illness 
for which these operations were used at least 50 per 
cent of the patients have been benefited, some of them 
dramatically.* But along with the benefits, in many in- 
stances there have been undesirable side effects in the 
intellectual sphere. The possibility of avoidance of these 
was promised by discovery of the importance to intel- 
lectual function of the neopallial cortex of the convex 
outer surfaces of the frontal lobes. It would seem that 
if injury to this part of the cortex and its connections 
could be avoided during attacks on the visceral brain, 
intellectual impairments would not occur. 
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In 1948 Fulton, the great physiologist of Yale, 
prophesied :"* “We thus stand at the beginning of a 
significant new phase of scientific medicine which bids 
fair to enable surgeon and psychiatrist to offer effective 
therapeutic aid to those who, without surgical interven- 
tion, would be hopelessly ill from mental disease.” But 
he significantly added a warning to the neurosurgeon 
not to let his zeal outrun his knowledge of function. He 
pointed out that the responsibility of those who under- 
take to interfere with anatomic structure of the human 
brain is particularly grave and that care should be taken 
by the surgeon lest in absence of basic physiologic data 
he unwittingly do irremedial harm to human beings 
who might be benefited by far less radical operations. 
He suggested that operations be confined initially to one 
side of the brain, and that small lesions be made which 
could later be enlarged if necessary. He predicted that 
these technics would produce fundamental information 
which would be difficult or impossible to obtain from 
animal experimentation alone. 

Immense organized effort went into the analysis of 
clinical data and the evolution of more refined psycho- 
surgical technics. These eventually came as knowledge 
of cerebral localization was won. It became apparent 
that there was functional significance in the sharp di- 
chotomy of pathways over which the hippocampal im- 
pulses were transmitted from the hypothalamus to the 
transitional cortex of the frontal and temporal lobes. 
Two separate hypothalamic projection systems were 
defined :* (1) via the anterior nuclei of the thalamus to 
the cortex of the anterior cingulate gyrus on the medial 
surface of the frontal lobe next to the corpus callosum ; 
and (2) via the dorsal medial nuclei of the thalamus to 
the inferior orbital frontal surface and lateral frontal 
and temporal surfaces in the vicinity of the island of 
Reil. 

The evidence suggested a functional antagonism 
between these two systems. Lesions of the cingulate 
system seemed to promote tranquility, while those of 
the orbital cortex resulted in hyperactivity and even 
aggressive behavior. 

The Cingulate Gyrus.—In 1945 Smith*® performed 
localized ablations of the cingulate gyrus while study- 
ling autonomic functions of the cingulate cortex. Smith 
observed that after cingulate ablations his monkeys be- 
came unusually tame and easily handled. Ward,*® who 
undertook similar work independently, summarized his 
observations thus: 

Immediately following unilateral or bilateral subpial resec- 
tion of the rostral cingular gyrus, the most marked change was 
in social behavior. The monkey’s mimetic activity decreased 
and it lost its preoperative shyness and fear of man. It would 
approach me and curiously examine my finger. instead of cower- 
ing in the far corner of the cage. It was more inquisitive than 
the normal monkey of the same age. In a large cage with other 
monkeys of the same size it showed no grooming or acts of 
affection toward its companions. In fact, it behaved as though 
they were inanimate. It would walk over them, walk on them 
if they happened to be in the way, and would even sit on them. 
It would openly take food from its companions and appear sur- 
prised when they retaliated, yet this never led to a fight for it 
was neither pugnacious nor aggressive, seeming merely to have 
lost its “social conscience.” . . 


Orbito-Insulo-Temporal Areas.—Ruch and Shen- 
kin’? made the first ablations of the orbitofrontal gyrus. 
They reported in 1943 that bilateral orbitofrontal extir- 
pations in monkeys led to profound restlessness and 
hyperactivity, spontaneous activity sometimes increas- 
ing 500 to 600 per cent. Autonomic correlations were 
also demonstrated. Lesions in the medial orbital gyrus 
led to the appearance of sham rage.* Lesions in the 
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posterior part of this gyrus, if present bilaterally, yield- 
ed animals that were formidably ferocious. Laboratory 
monkeys and cats so lesioned became dangerous and 
would attack their keepers to kill. 

Selective Procedures.—Because of the functional 
antagonism between the two projectien systems of the 
hippocampal formation and hypothalamus, it became 
evident that the nature of surgical intervention for any 
given case of mental illness in the human being should 
vary with the nature of the mental deviation.’* 

Following such experimental leads more limited 
procedures were carried out in human beings. Clinical 
experiences began to indicate that interruptions limited 
to impulses from the hippocampal formation to the 
cingulate gyrus often led to conspicuous improvement 
in patients afflicted with anxiety neuroses and obses- 
sional states. However, advanced schizophrenics show- 
ing depression and hypoactivity were not much benefit- 
ed by this operation. Improvement of behavior in 
violent and aggressive patients was often striking. Pa- 
tients changed toward happier, more pleasant, emotion- 
ally stable existence without intellectual impairment. 
The results appeared to be qualitatively much superior 
to responses obtained with the earlier standard lobotomy. 
It was concluded that the cingulate operations are those 
of choice for anxiety states, and for obsessional and 
aggressive psychotics, and that no intellectual impair- 
ment results from this limited destruction. 

Reitman” suggested in 1946 that localized ablation 
of the posterior orbital gyrus, which causes spontaneous 
hyperactivity in animals, might reactivate human 
schizophrenic patients. With this limited technic intel- 
lectual impairment does not occur and results have been 
promising, particularly in cases of depression and sub- 
normal psychomotor activity. 

Electrocoagulative Psychosurgery.—A most signifi- 
cant technical innovation was that of Grantham,?? 
who devised a means of limited destruction by elec- 
trocoagulation of white matter containing the con- 
nections of the orbitofrontal cortex without destroying 
any other parts of the brain except for the track of the 
insulated electrocoagulating needle. The technic is very 
simple. A bone flap is unnecessary as the needle can be 
inserted through a burr hole in the skull. Placement of 


... the advances made in our time 
in the field of psychosurgery 
will have lasting significance since 
they have brought us many steps 
closer to the final elucidation of the 


brain as the organ of the mind 
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the needle is easily controlled by stereotaxic means or 
by x-ray visualization so that accuracy is greater than 
with the transorbital (ice-pick) maneuvers of Freeman. 

It is worth noting that Grantham’s minimal proce- 
dure effectively interrupts the fibers passing through 
the ventromedial quadrant of frontal white matter 
which appear to be those primarily concerned with the 
relief of intractable pain, especially when the pain is of 
visceral origin. Since this can be accomplished with 
minimal damage to the tissues and without intellectual 
impairment it would appear to be the operation of 
choice in dealing with such pain. This technic for elec- 
trocoagulation is also applicable to the cingulate projec- 
tions and may in the future come to replace other 
surgical methods. 

Contemporary scientific medicine and particularly 
psychiatry have been shaken by these clinical and ex- 
perimental investigations of destructive surgery of the 
forebrain. Abundant evidence now supports Fulton’s”* 
conclusion that: 

Human behavior, indeed, can no longer be considered a 
thing apart and unrelated to anatomical structure and physiologi- 
cal function; by the same token the science of psychiatry has 
become one in which we are now forced to correlate structure 
with function. 


It may be hoped that the process of this correlation will 
help destroy some of the misconceptions of earlier 
times, whose survival has handicapped in many quar- 
ters the otherwise healthy development of the main 
body of psychiatry. 

Psychopharmacology.—The current advent of 
pharmacologic agents with varying selective actions on 
parts of the visceral brain and the related reticular for- 
mations in the brain stem give great promise of replac- 
ing surgical destructive methods in relief of many 
manifestations of mental illness. This is trve because 
of the simplicity and relative economy of pharmacologic 
agents. It is to be hoped that elaboration and refine- 
ment of increasingly effective agents will continue. The 
progress to date has greatly decreased the indications 
for psychosurgery, even as improved technics for re- 
striction of the lesion and proper selection of the proce- 
dure and the patient have evolved. 

Whatever their role in the future, the advances 
made in our time in the field of psychosurgery will have 
lasting significance, since they have brought us many 
steps closer to the final elucidation of the brain as the 
organ of the mind. 


Destructions of basal ganglia 


The basal ganglia are masses of neuron-rich gray 
matter lying in the depths of the cerebral hemispheres 
rostral to the thalami. The caudate nucleus and the 
amygdala on the tail of the latter share with the thala- 
mus important functions related to elaboration of emo- 
tional experience and affective behavior. Lying midway 
between the caudate nucleus and the thalamus is the 
lentiform nucleus. This is connected closely with the 
head of the caudate nucleus, and the two conjoined 
nuclei comprise the striate body. The lateral portion 
of the lentiform nucleus, the putamen, is darker than 
the pale median portion which is aptly named the globus 
pallidus. 

It has been mentioned that lesions involving areas 
of the transitional cortex of the forebrain having con- 
nection with the caudate nucleus and amygdala may 
result in hyperactivity. Possibly related to this observa- 
tion, in some manner which remains obscure, is the fact 
that irritative lesions of the globus pallidus and related 
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motor centers including the reticular formation of the 
brain stem produce hyperkinetic disturbances. The 
pathologic physiology of lesions of these ganglia is 
mostly unknown although these structures are subject 
to a variety of disease processes. 

Pathophysiology.—Clinically diseases of the extra- 
pyramidal system are characterized by disability due 
to increased muscle tonus or stiffness of skeletal 
muscles, abnormalities of gait, and involuntary move- 
ments, such as the alternating tremors of parkinsonism 
or the more irregular jerky writhing postural changes 
of the choreoathetoses.”* Psychiatric disturbances char- 
acterized by depression, excessive anxiety, obsessive- 
compulsive behavior, negativism, and stereotyped be- 
havior are also commonly found. The most recent 
application of destructive. brain surgery has been the 
attempt to relieve these disabilities of extrapyramidal 
system disorder, particularly in parkinsonism which is 
the commonest form. 

Present knowledge of basal ganglia functions is 
far from complete. Physiologic studies?* indicate the 
globus pallidus to be a facilitory structure rather than 
part of a suppressor mechanism. Therefore its abnor- 
mal activity would result in increased muscle tonus and, 
conversely, pallidal destruction should decrease tonus 
and relieve stiffness. To date no entirely satisfactory 
explanation of the pathophysiologic basis of parkinson- 
ism and the choreoathetoid disorders has been given. 
But it is known that the globus pallidus and its connec- 
tions must be intact, at least in part, in order for the 
disabling symptoms to occur,** for with destruction of 
the mesial globus pallidus or its connections the symp- 
toms disappear. These observations suggest that irrita- 
tion and abnormal discharges possibly result from 
slowly developing degenerative lesions of the sort ob- 
served in the globus pallidus and substantia nigra in 
some cases of parkinsonism. The globus pallidus ap- 
pears to have a modulating influence on the activity of 
the cerebral motor cortex as well as on the lower motor 
centers of the brain stem. The manner in which these 
connections are involved in the production of tremor 
by abnormal synchronization of descending extrapyra- 
midal impulses awaits elucidation.2®> But both animal 
research and pioneer clinical studies have indicated that 
it is possible by destruction of the medial globus pal- 
lidus or its efferent connections to relieve the rigidity 
and involuntary movements of Parkinson’s disease and 
allied extrapyramidal disorders. 


Early Surgical Attempts.—Surgical attempts to re- 
lieve these disabilities beginning with Horsley”* in 1890 
and Klemme?* and Bucy** in 1937 involved extirpations 
of the motor cortex or interruption of the corticospinal 
motor pathways at various levels in the internal cap- 
sule, brain stem, and cervical spinal cord. This meant 
that reduction of tremor was purchased by a sacrifice 
of voluntary motor control. In most cases stiffness was 
increased rather than reduced. Obviously, in all but 
extreme cases such results left much to be desired. But 
the development of procedures which could relieve 
spasticity, tremor, and involuntary movements without 
sacrifice of voluntary motor power awaited discovery of 
the fundamentals of extrapyramidal physiology and 
localization. 


Direct Incisions—Meyers** pioneered destructive 
surgery of the basal ganglia for relief of extrapyra- 
midal disorder, beginning in 1940 with resection of the 
head of the caudate nucleus. He subsequently?®*° com- 
bined this extirpation with (1) interruption of fibers in 
the anterior limb of the internal capsule, and (2) ex- 
tirpation of portions of the globus pallidus and puta- 
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men. He also destroyed efferent or pallidofugal fibers 
emerging from the medial part of the globus pallidus. 
These procedures required cortical incision and trans- 
ventricular approach after craniotomy by bone flap; 
the operative mortality rate was 15 per cent. He con- 
cluded that the risks were too great to warrant general 
use of the operation, but he observed obvious improve- 
ment of tremor and rigidity after each of these proce- 
dures, especially with the destruction of connections of 
the medial globus pallidus. Meyers’ efforts shed light 
on the pathophysiology of tremor and rigidity, and his 
results encouraged similar attempts by others. 

Direct and Indirect Electrocoagulation.—Fenelon** 
in 1950 attempted direct coagulation of the mesial 
globus pallidus and the pallidofugal fibers comprising 
the ansa lenticularis by several different approaches, all 
requiring cranioplastic bone flaps and freehand inser- 
tion of the coagulating electrode. In 1952, Guiot and 
Brion*? reported excellent results in 42.5 per cent of a 
series of cases of abnormal movement treated by direct 
pallidal coagulation. 

Twe years later, Spiegel and Wycis** reported 
their introduction of a stereotactic apparatus for me- 
chanically directing the coagulating electrode to the 
pallidofugal fibers. Coagulation of the ansa lenticularis 
by this means was found to reduce contralateral tremor 
and rigidity. 

Anterior Choroidal Artery Ligation—In 1952 
Cooper** observed improvement of symptoms of par- 
kinsonism following accidental interruption of the an- 
terior choroidal artery. He then deliberately occluded 
this artery in an extensive series of patients with par- 
kinsonism. The operative mortality rate was 10 per 
cent. The resulting infarction included the mesial por- 
tion of the globus pallidus, and hemiplegia usually did 
not result. Cooper claimed excellent results?* in 65 per 
cent of his cases. Both tremor and rigidity were alle- 
viated. Deformity, bradykinesia, masked facies, pos- 
ture, and gait were improved. In some instances pa- 
tients bedridden for several years became ambulatory 
and capable of caring for themselves following opera- 
tion. But the technic required a cranial flap for ex- 
posure, a procedure withstood poorly by many aged 
patients, and the distribution of the arterial and col- 
lateral circulation was unpredictably variable and not 
subject to the operator’s control. ; 

Procaine Injections—Narabayashi and Okuma*® 
in 1953 reported transient relief of tremor and rigidity 
without contralateral paralysis or other undesirable side 
effects after the injection of procaine and oil into the 
globus pallidus with a stereotactic apparatus. The fol- 
lowing year Cooper*® reported the development of a 
simplified technic of pallidal procaine injection. 


Chemopallidectomy 


The next step taken by Cooper*’ was the injection 
of absolute alcohol for permanent destruction of brain 
tissue after appropriate location of the cannula was as- 
certained by initial procaine injection. This procedure, 
known as chemopallidectomy, was reported by Cooper 
to provide lasting relief of tremor and rigidity in 70 
per cent of the cases with a mortality rate of only ap- 
proximately 3 per cent. The preliminary injection of 
procaine permits selection for destruction of the partic- 


- ular area which relieves tremor and rigidity in the con- 


tralateral extremities without causing weakness. 
Chemopallidectomy is a simple operation.** As it 
is accomplished through a burr hole under local anes- 
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Chemopallidectomy is a simple 
operation . . . the very simplicity 
of such a technic... 
which makes it so promising 


an innovation also invites 


abuse and incorrect usage 


thesia, a cranial flap is not required; hence, it is ap- 
plicable to older and more seriously disabled patients 
who would be unsuitable risks for open operations 
(such as anterior choroidal artery occlusion). The in- 
jection cannula is inserted to a predetermined depth 
between two reference points located on opposite sides 
of the head. Location of the reference point is con- 
trolled by radiographic visualization and measurements 
after the ventricles of the brain are filled with oxygen 
or air. Accuracy of insertion of the cannula can be 
confirmed by x-ray. Preliminary injection of procaine 
affords an opportunity to predict the probable result of 
operation in a given case, and the position of the can- 
nula may be shifted if response to procaine indicates. 
The cannula can be left in place for a number of days 
and the lesion slowly enlarged by injection of small 
increments of alcohol. These injections may be termi- 
nated at the first sign of motor weakness or other unde- 
sirable side effects. Destruction is both controlled and 
minimal while adequate for the desired effect. 


The future will no doubt bring extensions of this 
method to destruction of other parts of the extrapyra- 
midal apparatus and possibly other functional com- 
ponents of the central nervous system. But in such 
destructive surgery the warnings of Fulton*® given in 
connection with frontal lobotomy must be heeded. The 
very simplicity of such a technic as chemopallidectomy 
which makes it so promising an innovation also invites 
abuse and incorrect usage. Cooper?* warns that “Such 
a miscarriage must be guarded against vigilantly.” 

The recency of introduction of chemopallidectomy 
has precluded observation of patients longer than 3 
years to assay the permanency of results. But to date 
lasting reversal of incapacitating signs and symptoms 
has been demonstrated even in far advanced cases for 
this period.?* There appears to be reason for optimism 
that increased future knowledge will further refine 
therapeutic means for rehabilitation of many patients 
disabled by extrapyramidal disorders. It is even possible 
that pharmacologic developments arising from destruc- 
tive surgery of the basal ganglia will render surgical pro- 
cedures obsolete. But for the present, general practition- 
ers who sustain the main burden of caring for the 
large population of patients with Parkinson’s disease 
and allied disorders should consider judiciously per- 
formed chemopallidectomy to be an effective means of 
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treatment, apparently indicated in moderately advanced 
and disabling cases of extrapyramidal disorder respond- 


ing inadequately to medical therapy.”* 
436 E. Olive Ave. 
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Borderline acceptable 


CLOSED 
REDUCTIONS® 


C. R. STARKS, D.0O., F.A.C.O.S. 


Denver, Colorado 


. CLOSED reduction involves so 
many factors that its choice ultimately depends on the 
judgment and experience of the surgeon in a particular 
case. Such factors as age of patient, equipment present, 
time elapsed before the fracture is seen, condition of the 
tissue, location of the fracture, and many other sur- 
rounding conditions make it difficult to establish a norm 
for a borderline closed reduction. 

It is generally accepted practice, from a theoretical 
standpoint, to say that contact, compression, and con- 
tinuity are the three general physiologic principles 
which must be relied upon for the healing of fractures. 
The greater the contact, the more reasonable the com- 
pression, judged by what would be a normal muscle 
contraction ; and the better the continuity, anatomically 
speaking, the more likely a fracture is to heal and allow 
normal function. This, of course, is the ideal situation, 
but in almost every fracture case the theoretical must 
be viewed in the light of practical considerations and 
the ideal is probably infrequently attained, in spite of 
various methods of reduction and fixation. 

From a practical standpoint it is necessary to con- 
sider separately borderline cases which are acceptable in 
the child and in the adult, because of the differing prob- 
lems associated with each. 


Fractures in children 


Very few fractures in children should be treated by 
other than closed methods. The exceptions include only 
fractures around the elbow, the proximal end of the 
femur, and other rare cases. All other fractures in chil- 
dren can be treated by closed methods and the result 
will be acceptable from an anatomic and a functional 
standpoint. 

There are some general principles which will guide 
the treatment of fractures in children, particularly with 
reference to closed reduction. 

1. Because of the possibility of error, it is always 
wise to examine both the injured part and the normal 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Detroit, Michigan, October 30, 1956. 
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part to determine the condition of the epiphyses and the 
general contour of the normal skeletal structure. 

2. The growth factor in children is important. 
What appears to be gross malalignment may well heal 
without difficulty provided there is reasonable alignment 
—whether overlapping or end-to-end contact—and rota- 
tion is avoided as much as possible. 

3. The age of the patient is an important factor; 
the younger the child the more likelihood there is of 
overcoming many malpositions, except in gross de- 
formity. 

4. It is a gross error to think that an end-to-end 
apposition is necessary for a good final result. It is 
suggested by Blount? that side-to-side apposition pro- 
duces an even stronger and faster union, particularly in 
the femur and the humerus, making it a desirable and 
acceptable reduction. 

5. Fractures of the clavicle in children, which are 
common, can cause considerable deformity without any 
detrimental end results. The younger the child, the 
truer this principle is. Fracture of the upper end of 
the humerus, either with displacement of epiphyses or 
inferior to the tubercle, can be treated satisfactorily 
without open reductions, and angular deformity usually 
need not be considered. In a fracture of the shaft of 
the humerus, an overriding is acceptable and probably 
desirable. If traction is indicated, either a hanging cast 
or lateral traction may be used at certain times. 


As indicated previously, fractures around the el- 
bow may necessitate open reduction, but considerable 
deformity may exist without interfering with the nor- 
mal function of the elbow. Fractures of the external 
condyle with displacement into the joint, fracture of 
the internal condyle with displacement into the joint, or 
complete rotational fracture of the upper end of the 
radius may necessitate surgical interference. Supra- 
condylar fractures, T fractures, displaced condylar 
fractures, and olecranon fractures can all be treated 
successfully by closed reductions regardless of roent- 
genographic appearance, unless there is a major dis- 
placement. 

Fracture of both bones of the forearm of children 
presents a multitude of problems, but it can be general- 
ly stated that overriding in the midportion of the fore- 
arm is acceptable, provided there is not too much rota- 
tion of the radius or ulna. This can be controlled by 
the method of fixation. A fracture of the midportion 
can be treated by casting in midposition or with slight 
pronation, while a fracture of the distal end of both 
bones of the forearm can be reduced, held by pronation, 
and casted with complete pronation. Angulation and 
bowing should be avoided; again, reasonable alignment 
is necessary. 

The above general principles also hold true with 
regard to the lower extremities with a few minor ex- 
ceptions. 


Fractures in adults 


Fractures in adults vary only in degree from those 
in children. Generally speaking, fractures of long bones 
in adults require more contact, more compression, and 
more continuity than those occurring in children. The 
problem of nonunion is a major one, particularly in 
certain areas of a skeleton. As a rule, the difficulties 
encountered in adult fractures treated by the closed 
method are not the result of the reduction but of an 
unacceptable fixation. Acceptable reduction of frac- 
tures in adults, which proceed to proper healing with 
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proper fixation, can be accomplished. This unfortu- 
nately is not done in many instances. 

It is elementary knowledge that in handling trans- 
verse fractures of the long bones the physician attempts 
to effect at least a 50 per cent reduction, but often he 
has accomplished only a quarter-diameter reduction and 
had union take place. At times it is necessary to be 
satisfied with overriding, particularly in the younger 
age group and in such locations as both bones of the 
forearm, the femur, or the humerus. However, in the 
tibia such reduction would not be acceptable, particular- 
ly in the lower third. The physician could be satisfied 
with considerable distortion in intertrochanteric or per- 
trochanteric fractures of the femur, but intracapsular 
fractures must be reduced as nearly perfectly as pos- 
sible, and open reduction is the method of choice. 


In fractures of the metacarpals some distortion 
may be permissible, except with palmar depression. The 
nearer the joint, the more accurate the reduction should 
be. Fractures of the phalanges require good reduction, 
since distortion in the hand is a distinct handicap. In 
fractures of metatarsals, an acceptable distortion will 
do no harm; likewise distortion may be acceptable in 
the phalanges of the toes. Closed reductions of the 
clavicle, with rather marked distortion, are acceptable 
when the function seems to be little impaired. 

Following are some general principles in border- 
line cases: 

1. It is a well known fact that fractures treated by 
open reduction take longer to heal than those reduced 
by the closed method; therefore, it is often wiser to 
treat an unsatisfactory or borderline case by a closed 
method than to make an incision for the sake of a per- 
fect anatomic reduction. 


2. The decision to do an open or a closed reduction 
should be made immediately, as the optimum time for 
an open reduction is within an 8-hour period.2 Many 
difficulties are encountered when a longer period than 
this elapses. If the decision is to attempt a closed reduc- 
tion, it should be done as early as possible. In satisfac- 
tory or borderline cases, it is wise to be conservative. 
If the fracture cannot be reduced satisfactorily, the 
physician should be prepared to do an open reduction 
at the time of first attempt rather than later. Several 
years ago Murraf? found that “The least satisfactory 
time for open reduction on a recent fracture is from 
the twelfth to the twenty-eighth day, during which time 
maximum decalcification of the bone in the vicinity of 
the fracture is occurring, and any internal fixation must 
not be made in bone which may be incapable of taking 
the strain.” 


3. It is quite necessary that reduction be accom- 
plished early to be acceptable in many fractures, par- 
ticularly if the musculature and fascial components are 
involved. After the first few hours, the elasticity of 
the muscles is diminished, and splinting will occur with- 
in 24 hours. 


4. In judging whether or not closed reduction is 
acceptable, an attempt should be made to visualize the 
ultimate function of the part with the fractured bones 
in their present position. If it appears that the position 
of the bones will not interfere with function after heal- 
ing takes place, then closed reduction seems to me to be 
the method of choice; even with some anatomic de- 
formity sometimes function will be good. We physi- 
cians may tend to look at an x-ray and consider it to 
be the only basis for conclusions about therapy ; many 
times we are fearful of criticism as to the treatment, 
either from our colleagues or from the courts. 
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Summary 


The physician must attempt to align a fractured 
bone in as nearly anatomic position as possible. While 
this is the ideal result, much of the time it is impossible 
to accomplish because of the various factors involved 
in these cases. There is no question but that closed 
reduction is the first choice for treatment of all frac- 
tures, even if it is necessary to be satisfied with minimal 
reduction in many borderline cases. 

The skill required to do a closed reduction is much 
greater than that required to do an open reduction. If 
all physicians had supreme mechanical sense and judg- 
ment open reductions would be a rarity, but because not 


I HE INTENT of this paper is to report on the diag- 
nosis and treatment of a recently described disease 
entity called agammaglobulinemia. Although there had 
been several reports on patients with decreased concen- 
tration of serum globulin’ and in some instances with 
increased susceptibility to infections,®* it was not until 
1952 that Bruton and his associates’’* described a group 
of patients whose principal abnormality was a defi- 
ciency of both antibody and gamma globulin production 
that a new disease entity was recognized and given the 
name agammaglobulinemia. 

Barrett and Volwiler® classified agammaglobuline- 
mia in four categories: 

1. Congenital agammaglobulinemia: This entity 
afflicts male children and is found in siblings and male 
cousins related through the maternal side of the family. 
At present it is believed that this is an inborn error of 
metabolism transmitted as a sex-linked recessive trait. 
These children are unable to synthesize gamma 
globulin. 

2. Acquired agammaglobulinemia: This type af- 
fects both males and females who suddenly and for an 
unknown reason lose the ability to synthesize gamma 
globulin, and begin to develop bacterial infections after 
years of perfectly normal life. 

3. Physiologic or transient hypogammaglobuli- 
nemia: This form occurs in the newborn. Newborn 
infants normally possess rather high levels of gamma 
globulin, all of which is derived from the mother. 
Shortly after birth the gamma globulin begins to fall 
until low levels are reached between 1 and 3 months 
after birth. The infant then begins to synthesize his 
own gamma globulin. Since he may not reach a pro- 
tective level until 1 year of age, for a time he is com- 
paratively defenseless against certain types of bacterial 


*Presented at the 25th Nationai Osteopathic Child Health Confer- 
ence, Kansas City, Missouri, April 15, 1957. 
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all are that fortunate, a second choice is necessary. Con- 
tact, compression, and continuity are the three physi- 
ologic goals to aim for in reduction of fractures, but 
they are seldom wholly achieved. However, they are 
satisfactorily achieved in most instances of closed re- 
duction. Therefore, conservative treatment is most 


often the treatment of choice. 
1459 Ogden St. 
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infections. It is entirely possible that some of the crib 
deaths in babies from 1 to 3 years of age are due to 
low levels of gamma globulin and subsequent loss of 
protection against disease. 

- 4. Secondary hypogammaglobulinemia: This con- 
dition results from a diffuse reticuloendothelial disease 


occurring in both sexes. Included in this group are 
patients with lymphoma or multiple myeloma, in whom 
the tumor cells replace normal plasma cells or prevent 
synthesis of antibodies. 

Patients with agammaglobulinemia are character- 
ized clinically by extreme susceptibility to bacterial in- 
fections.> In addition to lacking gamma fraction in 
their blood and tissues, they also are unable to produce 
antibodies. It appears that a decrease in concentration 
in gamma globulin, whether resulting from decreased 
production or from loss, renders the individual more 
susceptible to bacterial infections. Frequently attacks 
of pneumonia, septicemia, sinusitis, meningitis, otitis 
media, diarrhea, et cetera, have plagued the patients in 
rapid succession.’° 

Each infection may be no more severe than those 
occurring in other individuals, but the frequency and 
the variety of infections suggest a lack of resistance. 
Such a case should immediately make the physician 
aware of the possibility of an absence or at least a re- 
duced amount of gamma fraction in the patient’s blood. 
Fortunately, these patients usually respond to antibiotic 
therapy in much the same way as other individuals. 
However, almost as soon as one infection is overcome 
and the antibiotic agent has been discontinued, another 
infection manifests itself. 

The importance of antibodies in defense against 
bacterial invasions is well known. It is also well known 
that the gamma fraction of globulin in blood acts as 
the chief carrier of antibodies; therefore, the ability 
of patients with low or absent gamma globulin to de- 
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velop an antigenic level against bacterial disease must 
be taken into consideration when deciding on diagnos- 
tic procedures and treatment. 

The clinical features of agammaglobulinemia 
should raise the physician’s index of suspicion; how- 
ever, laboratory studies are necessary to establish a 
diagnosis. A direct estimation of the gamma fraction 
of globulin content of the serum or plasma is the only 
true method of determining the presence or absence 
of gamma globulin, and this is done by electrophoretic 
technics. 

The conventional electrophoretic analysis described 
by Tiselius is satisfactory but it requires elaborate 
equipment and a rather large sample of blood. Re- 
cently the paper electrophoretic analysis described by 
Durrum™ has proved very satisfactory. It has the 
advantage of requiring only a small amount of blood, 
6 cc. of whole blood or at least 3 cc. of serum. The 
technic is simple and requires much less equipment 
than the conventional method. Also, many commercial 
laboratories are beginning to report electrophoretic 
patterns, and it is not too difficult to find such a service 
in most of the larger cities. At the present time nor- 
mals are reported in mg. per 100 cc. as well as per- 
centage of total globulin. Since the gamma fraction 
of globulin varies with the age of the patient, it would 
be well for the physician to be acquainted with the 
basic normals. 

A simple screening test for the presence of agam- 
maglobulinemia is the performance of the Schick test. 
Patients who have had immunizations against toxoid 
and who have this defect are naturally unable to pro- 
duce antibodies in response of antigentic stimulation; 
therefore the Schick test remains positive. The same 
is true for the Dick reaction. 

Patients with agammaglobulinemia have also been 
shown to be deficient in isohemagglutinins ; therefore, 
determination of the isoagglutinin titer against cells 
of the heterologous blood group may aid in the diag- 
nosis of this disease. For example, patients with blood 
group O will lack isoagglutinins against A and B cells, 
patients of group A have low titers of antibody against 
B cells, and patients of group B have low antibody 
titers against A cells. Therefore, measurements of the 
antibody titer against the heterologous blood group is 
also an excellent screening test for agammaglobuli- 
nemia. It is quite obvious that this test would be use- 
less with patients of the AB groups since they normally 
lack isoagglutinins against the major group.’° 

Good and Varco’? have demonstrated that serum 
from patients with agammaglobulinemia produces an 
insignificant amount of turbidity in the zinc sulfate 
reaction of Kunkel.’° In all of the cases studied the 
turbidity ranged from 0 to 1 unit. This procedure is now 
generally available as a liver function test and is quite 
reliable as a screening test for the diagnosis of agam- 
maglobulinemia. 


Deficient serum gamma globulin may also occur 
as a part of other disease syndromes. Patients with 
nephrosis frequently have decreased concentration of 
gamma globulin, probably because of a loss of the sub- 
stance in the urine.7* This loss may be the reason for 
the well-known susceptibility of the nephrotic patient 
to pneumococcal and other bacterial infections. It has 
also been noted that some patients suffering from pro- 
longed severe nutritional deprivation develop a pro- 
nounced hypogammaglobulinemia. This is probably due 
to destruction of the serum proteins with a resultant 
loss of the gamma fraction. 


Although the reported studies of patients with 
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agammaglobulinemia are few, many interesting obser- 
vations have been noted. Good" has reported on com- 
parative studies of bone marrow and lymph nodes of 
four children with agammaglobulinemia and those of 
normal children. It was noted that plasmacytosis of 
the marrow and regional lymph nodes followed an- 
tigenic stimulation in normal children. Patients with 
agammaglobulinemia not. only failed to respond in this 
manner but actually had a deficiency of plasma cells 
in the tissues. This observation tends to substantiate 
the theory that plasma cells are one of the cellular 
sources of antibody production. The lymph nodes in 
these patients with agammaglobulinemia were found to 
be small, poorly developed, and had a very thin cor- 
tex. Good has also demonstrated that in rheumatic - 
fever, the absolute number of plasma cells in the bone 
marrow correlated with the slope of the curve of anti- 
body and gamma globulin accumulation in the serum. 

Another interesting study is the correlation of 
gamma globulin and insulin-resistant factors. It is 
well known that resistance to insulin among diabetics 
may occur in many conditions, including allergic and 
infectious states, certain malignant disorders, conges- 
tive heart failure, acidosis, and various types of hepatic 
disease. This is not clearly understood but Colwell and 
Weiger™ have reported a case of fatal hemochroma- 
tosis and diabetes mellitus associated with hypergam- 
maglobulinemia in a patient extremely resistant to in- 
sulin. Both phenomena, however, were reduced to nor- 
mal by corticotropin administration. Banting, Frank, 
and Gairns’® stated in 1938 that the anti-insulin factor 
in the blood appeared to be precipitated with the globu- 
lin fraction and was nondialysable. 

Arthritis appears to occur frequently in patients 
with agammaglobulinemia.*? Much research is being 
done to find an explanation for the presence of rheu- 
matoid arthritis in patients who do not seem to have 
a direct infection within the joints.’’ It is interesting 
to note that 11 of the 58 patients reported with both 
the congenital and acquired types of agammaglobuli- 
nemia had arthritic manifestations. Although theories 
concerning the cause of rheumatoid arthritis and other 
collagen diseases have been many, no clear explanation 
of their nature has been given. One of the theories 
of etiology of collagen disease, and maybe one worth 
remembering, concerns the relationship of these dis- 
eases to hypersensitivity, formation of antibodies, and 
disturbances of gamma globulin metabolism. 

At present treatment consists of providing these 
patients with adequate amounts of gamma globulin at 
regular intervals. The recommended dose is 0.1 gram 
of pooled gamma globulin commercial serum per kg. 
of body weight’®"* or 2.7 cc. for each 10 pounds of 
body weight.’* These dosages will provide a certain 
amount of antibodies and offer protection to a point, 
but they do not alter infections already present or those 
that may occur in the future. 


Each infection occurring in patients with agam- 
maglobulinemia must be treated promptly and ade- 
quately with antibiotic or chemotherapeutic agents. 
Some investigators have instituted prolonged antibiotic 
prophylactic therapy without repeated gamma globulin 
injections.2° The antibiotics most widely used have 
been penicillin and the tetracycline drugs. This method, 
however, would be quite useless in an individual who 
is allergic to either antibiotic, and there is also the 
chance of acquired resistance after prolonged use. 

It is difficult to determine the prognosis in patients 
with agammaglobulinemia since the disease has been 
recognized for only a few years. Prior to the advent 
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of antibiotics, most of these patients probably died as 
the result of repeated bacterial infections. By the same 
token, it is difficult to assay the long-term effects of re- 
peated injections of gamma globulin because reports 
are not yet available. Gamma globulin therapy is with- 
out a doubt the best treatment for patients with agam- 
maglobulinemia. It has certain disadvantages, how- 
ever; the amount given is determined by body weight 
and injections must be given at frequent intervals, 
making the cost to the average patient a real burden. 
Supplementing this treatment with antibiotics over a 
period of many months or even years is also an ex- 
pensive procedure. Much work is being done at the 
present time, in an attempt to by-pass these disad- 
. vantages. 


Summary 


Agammaglobulinemia may be defined as a syn- 
drome featured by: 

1. A history of recurrent bacterial infection ; 

2. The absence of acquired antibodies ; 

3. Lack of isohemagglutinins ; 

4. Extremely low to absent gamma globulin, with 
total serum proteins within normal range ; 

5. Failure of long-term antibiotic therapy to fur- 
nish protection ; and 

6. Response to protective injections of gamma 
globulin. 

The diagnosis is primarily based on clinical find- 
ings and laboratory verification of a decreased amount 
or absence of the gamma fraction of globulin in the 
serum or plasma. The most practical diagnostic method 
at present is that of paper chromatography. Other 
screening aids are of value, such as repeated Schick 
or Dick reactions, a zinc turbidity test, and demonstra- 
tion of deficient isohemagglutinins against the major 
blood groups. 

Treatment is with replacement gamma globulin 
of pooled serum at the ratio of 0.1 gram per kg. of 


body weight or 2.7 cc. for each 10 pounds of weight 
at 4 to 6 week intervals, combined with the use of ap- 


propriate antibiotic and chemotherapeutic agents. 
807 S. Denver. 
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» Urban families spending $1,000 or more for medical 
care in 1950 devoted a far larger share of their medical 
dollar to hospital and nursing services than did the aver- 
age urban family. In more than 4 out of 5 of these fam- 
ilies at least one member was hospitalized during the 
year. For these members the average length of hospital 
stay was about 27 days, as compared with an average 
stay in all short-term hospitals in 1950 of 8.1 days. 

The $1,000 or more out-of-pocket medical expense was 
usually attributable to the medical care spending of a 
single family member. Again in more than 4 out of 5 
families there was a single member with a medical care 
outlay of $500 or more. The remaining families fall 
about equally into two groups, large families with ex- 
penditures of $200 or more for several individuals in 
the family and small families with two or more members 
with expenses totaling $500 or more... . 
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Characteristics of large medical expenses 


A crude analysis of the trends since 1928-31 points to 
the need for additional study of the change in importance 
of the large medical expense. Two questions in particular 
are suggested. Has the cost of major illness increased 
more than average family expense for medical care? Has 
the relative number of expensive illnesses decreased? 
There are a number of trends which affect medical care 
outlays in diverse ways. For example, costs of care for 
some types of illness are lower today than 25 years ago 
because of changes in the incidence and severity of these 
illnesses and changes in methods of treatment which in- 
volve shorter hospital stays, use of antibiotics, and other 
new drug therapies. However, improved medical proce- 
dures and therapies make for higher costs of care for 
other major illnesses, and the aging of the population 
increases the frequency of these illnesses —Selma Mush- 
kin, Ph.D., Public Health Reports, August 1957. 
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PLATELETS 
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28 
so Bis PLATELETS play an important role in 
; both the prevention of spontaneous bleeding and the 
wi arrest of traumatic bleeding. Three factors are supplied 
tic by disintegrated platelets: Thromboplastin, which is 
necessary for the conversion of prothrombin to throm- 
- bin; Platelet Factor 1 (accelerator), which is a catalytic 
et agent in the conversion of prothrombin to thrombin ; 


and Platelet Factor 2, which hastens the action of 
thrombin on fibrinogen.* 

ta After blood coagulation has occurred, the platelets 
4 by a migratory phenomenon cause retraction of the 
c. blood clot. In fact, there is a significant relationship 
between decreased platelet counts and diminished clot 
n retraction. In the formation of thrombi, the platelets 
f also play a part. When platelets come in contact with an 
injured blood vessel, they become sticky and aggluti- 
nate; thus there is an accumulation of platelets on the 
endothelial surface of the vessel at the site of the 
injury. 

Thrombopenic disorders are seen with increasing 
frequency, and in recent years a great deal of interest 
has been generated in new platelet research.2 These 
disorders fall into two main types: those resulting from 
underproduction of platelets and those resulting from 
overdestruction of already formed platelets. The for- 
mer are the result of interference with the manufac- 
ture of platelets from the bone marrow, such as malig- 
nancies. The second type is caused by a circulating 
antiplatelet factor. Congenital purpura belongs to this 
type of thrombopenic disorder. 

Harrington and his associates* postulated the 
pathogenesis of congenital purpura to be of two types: 
Primary neonatal thrombopenic purpura, caused by 
isoimmunization that has occurred because of fetal ma- 
ternal incompatibility, and secondary neonatal purpura, 
a result of the passive transfer of antibodies across the 
placenta from the mother who has previously had 
thrombopenic purpura. 

Congenital purpura is rare, but, as with erythro- 
blastosis fetalis, its tentative prenatal recognition is im- 
portant. Prompt treatment in cases resulting from 
mother-infant serologic incompatibility could lead to a 
successful management before fatal hemorrhage. 

According to one authoritative source the normal 
level of platelets is from 250,000 to 400,000 per cu. mm. 
of blood, while in cases of thrombocytopenic purpura 


*From the Department of Pediatrics, Metropolitan Hospital, Phila- 
delphia, Pennsylvania. 
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there is always a decrease to below 100,000. Merritt 
and Davidson® found the platelets in 1-day-old infants 
varying from 140,000 to 290,000 per cu. mm. The nor- 
mal number of platelets with the Fonio smear method 
varies from 500,000 to 1,500,000 per cu. mm.®” There 
have been cases of primary thrombocytopenic purpura 
in which the platelet count was as high as 190,000 per 
cu. mm. while others with 30,000 platelets sometimes 
have no bleeding difficulties.?, Obviously, then, it is not 
only the number of platelets that is important, but the 
quality as well. 

Because of the wide range of normal platelet find- 
ings by various investigators, it was decided to deter- 
mine the average number of platelets in infants born at 
Metropolitan Hospital, Philadelphia. Eighty-eight 
healthy newborns, selected at random from the nurs- 
eries of the Metropolitan Hospital, were studied. Plate- 
let counts were done in the first 12 hours of life and 
on the third and fifth days of life. The Fonio smear 
method was used.’ The results are listed in Table I. 


. TABLE I—PLATELET COUNTS IN INFANTS 12 HOURS 

OF AGE 

r3 No. of patients No. of platelets per cu. mm. 

: 100,000-150,000 

: 18 150,000-200,000 

: 30 200,000-250,000 

: 24 250,000-300,000 

6 300,000-350,000 

: 4 350,000-400,000 

1 400,000-450,000 

1 450,000-500,000 


The platelet counts done on the third and fifth days 
were approximately the same as those of the first 12 
hours. No statistical difference was found between 
male and female infants. 


Summary 


The function of blood platelets has been reviewed 
and attention called to the pathogenesis of congenital 
purpura. Of the 88 infants studied, 78 had between 
150,000 and 350,000 platelets per cu. mm., and the ex- 
treme range was 129,000 to 497,000. 


Metropolitan Hospital 
300 Spruce St. 
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ELEC TROCARDIOGRAPHIC 


abnormalities in conditions other than heart disease* 


VICTOR R. FISHER, D.O., M.Se., F.A.C.O.L. 


Clinical Professor of Osteopathic Medicine and 
Director of Division of Postgraduate Studies 
Philadelphia College of Osteopathy 
Philadelphia, Pennsylvania 


(Continued from the October JournaL) 


Metabolic disorders 


In view of what is commonly known about the far- 
flung manifestations of general metabolic disorder, it 
is certainly not surprising that such disorders, and in 
particular those stemming from malfunctioning of the 
endocrine glands, are reflected in the electrocardio- 
graphic tracing. Disorders of the thyroid gland, .as 
might be expected from its key position in the meta- 
bolic-regulating mechanism of the body, have been men- 
tioned most often in the literature as causing irregu- 
larities in the electrocardiogram. Hyman and Failey*®® 
correlated the existence of hyperthyroidism with the 
magnitude of the ventricular gradient ; it was their find- 
ing that in hyperthyroid patients who were free from 
heart disease, the ventricular gradient (“and hence the 
T-waves”) were larger than in normal persons, other 
things, such as heart rate, being equal. Sensenbach’s® 
observations support this view. 

In a much earlier paper (1929) Hamburger and 
his associates,*' in a study of the effects of both iodine 
medication and of thyroidectomy on the electrocardio- 
gram, noted that iodine lowered the T waves; subtotal 
thyroidectomy lowered them even more. 


In my own practice electrocardiographic changes 
were manifested in one case of thyrotoxicosis and two 
of hypothyroidism (Figs. 7, 8, and 9, respectively). 
All three cases were free of objective signs of heart dis- 
ease. The thyrotoxicosis occurred in a woman, aged 29, 
whose complaints were palpitation, chest pain, short- 
ness of breath, nervousness, and fatigue. The patient 
had a basal metabolic rate of +46; the blood cholesterol 
level measured 130 mg. per 100 cc. of plasma. The 
electrocardiogram (Fig. 7) shows a supraventricular 
tachycardia, with a rate of 150,'and an alteration of the 
RST transitions and the T waves in all leads. 


Figure 8 shows an electrocardiogram evidencing 
low voltage with flattened T waves in all leads. The 
patient was a 40-year-old woman with presenting symp- 
toms of swelling of the ankles, shortness of breath, and 
marked fatigue. Examination disclosed a basal meta- 
bolic rate of —40 and a blood cholesterol level of 460 
mg. per 100 cc. of plasma. The diagnosis was hypo- 
thyroidism. 

*This thesis was submitted to the faculty of Philadelphia College 
of Osteopathy in partial fulfillment of the requirements for the degree 
of Master of Science, granted in June 1957. The thesis was presented 


as the Ralph Fischer Memorial Lecture at the meeting of the Eastern 
Study Conference, March 15, 1957, Philadelphia, Pennsylvania. 
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Figure 9 presents the electrocardiogram in a case 
of a similar, but not so severe, hypothyroidism. The 
basal metabolic rate was —28; the cholesterol measure- 
ment was 285 mg. per 100 cc. of plasma. The patient 
was a 9-year-old child. The initial complaints were 
poor nutrition, inability to gain weight, and the exist- 
ence of an undue fatigue. The electrocardiogram re- 
veals a sinus bradycardia, rate of 60, and low voltage 
and abnormal T waves in all leads. 

While disorders of the thyroid gland have been, 
perhaps the best studied of the endocrine disorders, 
electrocardiographic changes arising out of metabolic 
disorders are not limited to manifestations of thyroid 
malfunctioning. Kellogg and Kerr®* reported, in a study 
of electrocardiographic changes in conjunction with 
hyperparathyroidism, that there is a shortening of the 
OT interval (not, however, enough to be of diagnostic 
value), and that this shortening disappears after surgi- 
cal removal of the causative adenoma. 

Sensenbach® reports that there is observed in 
obesity a low amplitude of the QRS complex and of the 
T waves similar to that seen in hypothyroidism except 
that the changes are usually more marked in the latter 
condition. (He also reports, in hypothyroidism, an oc- 
casional depression of the ST segment. There is a 
restoration of the amplitude of the QRST complex fol- 
lowing thyroid medication. ) 

Artificial fever therapy produces a tachycardia, be- 
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lieved to result from the usual increase in heart rate 
which accompanies hyperpyrexia. In alkalosis, pro- 
duced either by overventilation or by ingestion of so- 
dium bicarbonate, there is a reduction in amplitude of 
the T waves, whereas in experimentally produced aci- 
dosis (by ingestion of ammonium chloride), the ampli- 
tude of the T waves is increased. Diabetic acidosis 
produces a prolongation of the°QT interval, a lowering 
or inversion of the T waves, and a depression of the ST 
segments. The administration of insulin in sufficient 
quantity to produce hypoglycemia produces similar 
changes in the electrocardiogram (not only in diabetic 
patients, but also, for example, in nondiabetics under- 
going insulin shock therapy). 

Among the avitaminoses, Sensenbach® notes T- 
wave abnormalities and low-amplitude QRS complexes 
in beriberi and minor grades of vitamin B, deficiency. 
A lowering and inversion of the T waves occurs in pel- 
lagra, which is promptly reversible upon the adminis- 
tration of thiamine chloride or nicotinic acid. 

The changes occasioned by hyperventilation, which 
changes, it is thought, may be due to alterations of the 
blood pH, are presented in a subsequent section of this 
report. 


Hematopoietic diseases 


In this category of hematopoietic disorders are in- 
cluded not only the primary anemias and the leukemias 
but also such physiologically related disorders as carbon 
monoxide poisoning and acute anemia caused by sudden 
loss of blood. 

Jones, Wetzel, and Black** reported an unusual case 
of sickle-cell anemia, followed by autopsy, in which the 
electrocardiographic changes were such as falsely to 
lead the investigators to expect “rather marked myo- 
cardial damage.” In a study of a series of 76 cases of 
anemic subjects, Szekely®* reported that 23 out of the 
total 76 showed some electrocardiographic changes, 
mostly flattening of the T waves and, less frequently, 
depression of the ST segment. 
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In acute anemia owing to sudden loss of blood, 


Scherf and Klotz®® reported T-wave changes, from 
lowering to inversion, depression of the ST segments, 
and occasionally a slightly lowered amplitude of the 
ORS complexes. In carbon monoxide poisoning, Sen- 
senbach® reported a lowering or inversion of the T 
waves, accompanied sometimes by a slight displacement 
of the ST segments. Intraventricular block has been re- 
ported, but this occurs more rarely. 


In regard to the transience or permanence of the 


electrocardiographic changes, Sensenbach writes : 


In the chronic anemias, such as untreated pernicious anemia or 
sickle cell anemia, the changes may be due to actual changes in 
the myocardium since many ‘such patients also have cardiac en- 
largement. Usually, unless the anemia is of very long duration, 
the electrocardiographic changes will disappear when the anemia 
is corrected. 


Some of the abnormalities of the electrocardiogram 


in cases of leukemia were presented by Aronson and 
Leroy.*® 


The electrocardiogram shown in Figure 10 is that 


of a 27-year-old woman who complained of severe fa- 
tigue, dizziness, shortness of breath, and vaginal and 
nasal bleeding. The electrocardiographic tracing shows 
a sinus tachycardia with a rate of 136. Also apparent is 
the low voltage, with alterations of the RST transitions 
and T waves in all leads. The laboratory findings in this 
case disclosed an erythrocyte count of 984,000; leuko- 
cytes, 1,600; and platelets, 75,000. The diagnosis was 
acute stem-cell leukemia. 


Diseases of the lungs 


The connection between the electrocardiographic 
tracing and afflictions of the lungs was early and abun- 
dantly recognized. These afflictions which effect electro- 
cardiographic changes range from upper respiratory 
infections,*” including pneumonia and pulmonary tuber- 
culosis, through asthma and pulmonary embolism (with 
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or without cor pulmonale) to spontaneous pneumo- 
thorax, et cetera. 

In a study of 74 cases of bronchial asthma, Unger** 
reported that only 23 cases (31 per cent) showed nor- 
mal electrocardiographic tracings, noting that asthma is 
a “cardiotropic” disorder. In this study there was a 
high frequency of low R, and high R; waves. Owing 
to right heart strain, Unger notes that the heart, in such 
cases, is on its way to right axis deviation. 

In a study of pulmonary embolism in relation to 
electrocardiographic indications, Murnaghan, McGinn, 
and White®**® concluded that there is a typical electrocar- 
diographic pattern accompanying cor pulmonale. This 
consists of right axis deviation; a prominent S wave in 
lead 1, a depressed ST segment in lead II, and often in 
lead T; a O wave and inverted T wave in lead ITT; and 


a diphasic or inverted T wave in lead IV-F. The au- 
thors also emphasize that there are differences between 
pulmonary embolism and cor pulmonale. Without in- 
tending to nullify these findings, but with a view to- 
ward cautious acceptance of any electrocardiographic 
“pattern,” in line with my experience-based belief in 
the wide variability of electrocardiographic tracings, 
even those taken under essentially similar conditions, I 
might emphasize that these findings were based on a 
study of only 10 cases, perhaps a statistically insuff- 
cient number. However, essentially these same findings 
were reported by Sensenbach® for pulmonary embolism: 
a slight depression of the ST segment, and inversion of 
the T waves, especially T, and T;. He also noted the 
frequent occurrence of a deep S wave in lead I and QO 
waves in lead ITT. 

Changes produced in the electrocardiogram by a 
case of spontaneous pneumothorax and mediastinal em- 
physema, which reverted to normal when the condition 
was cleared, were reported by Littmann.’ 


Functional syndromes 


From the etiologic viewpoint, hyperventilation has 
been included in this category of functional syndromes. 
From the physiologic viewpoint, there is reason to be- 
lieve that the mechanism by which hyperventilation 
affects the electrocardiographic tracing may be the same 
as that resulting from alkalosis (discussed in the sec- 
tion on “Metabolic Disorders”) ; this hypothesis, how- 
ever, is subject to some doubt.*° The complaint of se- 
vere precordial pain which is a part of the hyperventila- 
tion syndrome (coupled, as it so generally is, with 
anxiety neurosis), taken in conjunction with the some- 
times marked electrocardiographic changes, may, with- 
out careful evaluation, be mistaken for angina pectoris.® 

The electrocardiograms shown in Figure 11 are 
those of a 40-year-old woman who complained of short- 
ness of breath, palpitation, dizziness, and chest pain. 
There was a history of a posterior myocardial infarc- 
tion incurred 2 years previously, followed by a severe 
cardiac neurosis with hyperventilation. Tracing A of 
Figure 11 was taken during normal breathing; tracing 
B was taken during overbreathing. In tracing A the in- 
verted T waves in leads II, III, and aVF, and the low 
T waves in V; and V, are caused by the healed postero- 
lateral myocardial infarction. In tracing B can be seen 
the alteration of the QRS complex, with inversion of 
the T waves in leads I, V2, Vz, and V,; additionally, the 
T-wave changes in tracing A (as a result of the healed 
infarction) persist in tracing B. 

Another functional syndrome, that of carotid-sinus 
stimulation, is shown in Figure 12. The subject was a 
man, aged 35. His complaints were dizziness and syn- 
cope; there were no objective signs of organic 
heart disease. The tracing shown in Figure 12 was ob- 
tained with slight pressure over the left carotid sinus 
for 25 seconds. This tracing shows a profound slowing 
of the cardiac rate, to 40 per minute, with the mainte- 
nance of normal conduction times. 

Reporting on electrocardiographic changes follow- 
ing carotid-sinus stimulation, Purks* listed the effects 
as sinoauricular slowing or standstill, varying degrees of 
auriculoventricular block, and occasional sinus arrhyth- 
mia, ventricular escape, and nodal rhythm. P-wave 
changes are frequent, particularly a lowering of ampli- 
tude, but changes in the R wave, RT segment, and T 


wave are rare. 
An unusual case of a long-standing atrial fibrilla- 
tion of unknown etiology is shown in Figure 13. The 
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patient, a man, was 57 years old at the time the electro- 
cardiogram in Figure 13 was taken; the initial discov- 
ery of the fibrillation dated back some 35 years, to when 
the patient was 22. There were neither symptoms nor 
signs of organic heart disease. Apart from the patient’s 
knowledge of his condition, coupled with a certain 
iatrogenic concern (in such an anomalous situation, it 
can be readily understood how both the physician and 
the patient would be concerned), there were no com- 
plaints. The tracing shows indefinite, irregular f waves, 


typical of atrial fibrillation ; there is a fairly rapid ven- 
tricular response (approximate rate of 100). 


Female hormonal manifestations 


The extent to which the female hormones affect 
many of the functions of the body, rendering physi- 
ologic that which otherwise would be considered patho- 
logic, is so well known that it should occasion no sur- 
prise to find pregnancy, for example, also effecting 
changes in the electrocardiogram. I was called upon to 
examine a 37-year-old, pregnant multipara, at term, 
who complained of precordial pain, shortness of breath, 
fatigue, and dizziness. The electrocardiogram shown in 
Figure 14, in which severe alterations of the T waves 
in all leads can be seen, was a part of that examination. 
However, the complete examination revealed no objec- 
tive signs of heart disease, and in view of a lack of a 
more specific etiology, the observed electrocardiographic 
alterations were attributed to the patient’s pregnancy. 
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Another phase of the effect of the female hormones 
on the electrocardiographic tracing is shown in Figure 
15. The subject of this tracing was a 50-year-old wom- 
an complaining of palpitation, shortness of breath, pre- 
cordial pain, dizziness, fatigue, and hot flashes. The 
electrocardiographic tracing shows multifocal prema- 
ture contractions, but the complete examination re- 
vealed no objective signs of organic heart disease. 


Summary and conclusions 


Fifteen cases, 14 of them different, of diseases and 
disorders other than heart disease which effected 
changes in electrocardiographic tracings have been pre- 
sented in this paper. These cases were taken from my 
own practice, and each of them has been illustrated by 
one or more electrocardiograms. In the presentation 
these cases were organized into categories, as shown in 
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Table II. In addition, one other major category, “Dis- 
eases of the Lungs,” is discussed. All of the cases in 
this report are presented conjointly with a review of 
the pertinent literature. At least 1 of the 15 cases ap- 
pears to be unique, namely, that of an esophageal di- 
verticulum and diaphragmatic hernia, the like of which 
was not found in the literature as having been studied 
in conjunction with electrocardiographic manifestations. 


TABLE II—CATEGORICAL ANALYSIS OF THE FIFTEEN CASES 
PRESENTED IN THIS THESIS 


Category No. of Cases 


Artefacts 

Electrolyte imbalance 

Renal disorders 

Diseases of the digestive tract 
Metabolic disorders 
Hematopoietic diseases 
Functional syndromes 

Female hormonal manifestations 


| 


Total 


For the most part, while small details or the partic- 
ular combinations of electrocardiographic aberrations 
reported may differ, there is a substantial agreement be- 
tween each of my remaining 14 cases (15, less the 
unique esophageal diverticulum) and similar cases re- 
ported by other authors. The similarities, however, 
with few exceptions, are not so great as to constitute a 
pattern; on the other hand, the differences, when they 
do exist, are not very great; they are more often dif- 
ferences of degree than of kind. 

Upon an analysis of this study, a number of con- 
clusions suggest themselves. I have considered them 
under the following four heads: 

1. Characteristics of the electrocardiographic ab- 
normalities evinced in this study 

2. The electrocardiograph in diagnosis 

3. Electrocardiographic norms 

4. The electrocardiograph in research. 
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Characteristics of electrocardiographic abnormali- 
ties.—The electrocardiograms which were obtained in 
the 15 cases of this study are analyzed in Table III. 
From this breakdown (which is not rigorous, but is 
sufficiently so to support very general conclusions), the 


following three conclusions seem justified. 

Conclusion 1: In those conditions other than heart 
disease which manifest electrocardiographic effects, the 
component of the electrocardiogram most likely to be 
affected is the T-wave configuration. This is not a very 
significant conclusion ; it is, in fact, one that was to be 
expected, since the sensitivity of the T wave to body 
conditions in general is well known. In other words, 
this is merely a specific manifestation of a general phe- 
nomenon. On this score, Burch and Winsor® say: 


Abnormalities of the T waves can be produced by any type 
of cardiac disease and, in fact, by almost any disease state .asso- 
ciated with toxemia which may injure the myocardium. Aci- 
dosis, insulin, carbon monoxide, hyperthyroidism and hypothy- 
roidism, mitral stenosis, arteriosclerosis, nephritis, uremia, 
avitaminosis, hypertension, pneumonia, severe infections of any 
sort, and many other diseases and drugs have all produced 
changes in the T waves which were either transient or perma- 
nent. In fact, any factor which can alter physiocochemical bio- 
logic processes may alter the T wave, since the order of the 
repolarization process is extremely sensitive. [Italics supplied.] 


Therefore, whatever significance this conclusion (con- 
cerning the manifest instability of the T waves) con- 
tains is of a negative nature—in regard to the T-wave 
configuration, the electrocardiographic manifestations 
of the conditions other than heart disease do not differ 
from those of heart disease itself. Thus there is not 
only no differentiation between these two categories of 
conditions, but their very similarity is a possible source 
of confusion in diagnosis. 

Conclusion 2: Even the very limited and weli- 
qualified facts set forth in Conclusion 1 are not in- 
variable, since in 3 of the 15 cases there were no sig- 
nificant alterations of the T waves, although other parts 
of the electrocardiographic tracing were deranged. Thus 
the absence of T-wave changes, taken by itself, does not 
rule out a state of abnormality (no more so than such 
an electrocardiogram rules out a diagnosis of heart 
disease ). 

Conclusion 3: The large number (nine, loosely 
construed) of electrocardiographic characteristics af- 
fected, as shown in Table III, suggests that no phase 
of the electrocardiogram is definitely and conclusively 
free from alteration by conditions other than heart dis- 
ease. This is even more apparent if the cases cited from 
the literature are also considered, for then an even 
wider variety of characteristics is seen to be affected. 

The Electrocardiograph Diagnosis.—Conclusion 4: 
Inasmuch as conditions other than heart disease, such 
as have been presented in this study, cause a variety 
of electrocardiographic deviations, and many of these 
deviations are similar to those seen in various types 
of organic heart disease, the rather obvious conclu- 
sion is drawn that the electrocardiograph becomes less 
specific as an indicator of heart disease to the extent 
that other conditions are uncovered which simulate 
the electrocardiographic findings in heart disease. How- 
ever, the importance of this obvious conclusion lies 
in the paradox to which it gives rise: to those pos- 
sessed of this additional knowledge (of the electro- 
cardiographic manifestations in conditions other than 
heart disease), the usefulness of the electrocardiograph 
as a tool in cardiologic diagnosis is enhanced by virtue 
of these added limitations. Actually, these limitations 
have always existed, and their revealment simply means 
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TABLE III—ABERRANT COMPONENTS OF THE ELECTROCARDIOGRAM AS EVINCED IN THIS STUDY 


Altera- Altera- Premature 
Fig. No. T-Wave Decreased Brady- tion of Tachy- tion of Deep Absent contrac- 
changes voltage cardia QRS cardia RST Q wave R wave tions 

1 X X X 

2 

X 

4 xX x x 

5 xX x x 

6 

7 x x x 

8 X x 

9 x x x 
10 x x x x 
¥ a 
12 
13 
14 = 
15 x 

Totals 12 4 4 3 2 2 1 1 1 


that of the diagnoses made in the future with the aid 
of the electrocardiograph, fewer of them should be 
erroneous. 


Therefore, a more important corollary conclusion 
might be drawn, namely (Conclusion 5), that the great- 
est importance to the cardiologist of this series of elec- 
trocardiographic anomalies lies merely in a knowledge 
of their existence, by means of which the usefulness of 
the electrocardiograph as a diagnostic device is in- 
creased. What is actually increased is the accuracy of 
electrocardiographic diagnosis by the provision of a 
needed, but hitherto missing, correction factor. As has 
been stressed in this paper, the failure to recognize a 
change in the electrocardiographic pattern as stemming 
from a condition other than heart disease is a not un- 
likely occurrence without this knowledge since so many 
of these conditions closely simulate organic heart dis- 
ease, or in some cases even have identical electrocardio- 
graphic findings. Although not falling within the scope 
of this paper, the converse might be mentioned in pass- 
ing, namely, that some serious forms of organic heart 
disease are notable for their lack of electrocardiograph- 
ic deviations from the normal pattern. 


Conclusion 6: All of the foregoing points to the 
necessity for a continued and emphatic recognition of 
the fact that the electrocardiograph, at best, is a diag- 
nostic’ adjunct, and that it is most valuable when read 
in conjunction with the entire clinical and laboratory 
findings of the case. Although this is an elementary 
textbook fact, there is a persistent tendency—under- 
standable in a sense, but nonetheless deplorable—to 
regard the electrocardiogram as conclusive, and further- 
more to subject it to “pattern reading.” I say that this 
tendency is “understandable” because there is an urgent 
need for cardiologic knowledge of a precise nature, 
considering the vital and statistical importance of heart 
disease in medical practice. However, the more medical 
knowledge grows, the more it is realized that electro- 
cardiographic interpretation is fraught with complexi- 
ties unsuspected in the early days of Einthoven’s pio- 
neering discoveries. Any method, such as “pattern 
reading,” which holds out the promise of a quick and 
easy short cut is bound to die a slow death—but die 
it must. 


There are many common conditions, apart from 
the electrocardiographic findings, which superficially 
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resemble heart disease. But when the electrocardio- 
graphic tracing also suggests heart disease, as is some- 
times the case, then such a diagnosis is plausible though 
not tenable. Hyperventilation coupled with anxiety 
neurosis, a not uncommon condition, is a good example. 
The case of the student who was the victim of the 
mixed-leads artefact is another example. This is pre- 
cisely why there must always be other supporting evi- 
dence of heart disease to warrant such a diagnosis on a 
conclusive basis ; this is precisely why the electrocardio- 
graphic tracing considered by itself is next to mean- 
ingless. 


It must not only be recognized that the electrocar- 
diograph has limitations but also that this recognition 
increases the usefulness of the device to cardiology so 
that, within known limitations, electrocardiographic 
findings become dependable. Sensenbach* has listed 
four areas in which such dependability occurs: 

1. The recognition of the arrhythmias, and the de- 
termination of their details, are important. 

2. The recognition of myocardial infarction, and 
usually the localization of such areas, is a possibility. 
Also, for the control of myocardial damage, serial trac- 
ings taken during the course of the disease are in- 
valuable. 

3. The electrocardiograph may be used as an indi- 
cator of the point (in time) of cardiac involvement 
resulting from certain of the systemic cardiotropic dis- 
eases, such as rheumatic fever, trichinosis, and diph- 
theria. 

4. The electrocardiograph is a fairly reliable indi- 
cator of the presence in the body of certain drugs, par- 
ticularly digitalis. 


Conclusion 7: In view of the evidence presented 
in this paper, and the similar body of evidence con- 
tained in the literature, it is apparent that the electro- 
cardiographic record cannot give any etiologic informa- 
tion. Therefore such terms as “atherosclerosis” and 
“coronary insufficiency,” which used to be commonly 
used in connection with electrocardiographic tracings, 
are essentially meaningless if derived from the electro- 
cardiogram alone. In the same sense, both the anatomic 
and pathologic information to be obtained from the 
electrocardiogram is practically nil: Furthermore, there 
is little justification for attempting to derive functional 
and prognostic information from the electrocardio- 
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graphic tracing. In connection with these marked limi- 
tations, it should also be borne in mind that the severity 
of myocardial involvement or damage is not propor- 
tional to the electrocardiographic deviations, for the 
most serious heart conditions occur when the deep 
muscle fibers of the myocardium are involved, while 
the electrocardiograph is particularly responsive to epi- 
cardial changes. 


Conclusion 8: In general it can be said that the 
electrocardiographic record is not definitive enough to 
be diagnostic of the various conditions other than heart 
disease, such as have been presented in this paper. 
Perhaps there are a few exceptions to this generaliza- 
tion, notably in the case of hypothyroidism and in that 
of electrolyte imbalance. Both of these conditions ap- 
pear to give sufficiently consistent electrocardiographic 
indications that they might be used as additional diag- 
nostic material, to be considered along with the clinical 
and laboratory evidence, in much the same manner as 
the proper use of the electrocardiographic tracing in 
cardiology demands. However, such regular and defi- 
nite patterns in conditions other than heart disease are 
as much the exception rather than the rule as in heart 
disease itself. 

Conclusion 9: On the basis of present knowledge, 
the conclusion that the electrocardiograph is often in- 
consistent is inescapable. Why, for instance, does exer- 
cise cause an inversion of the T waves in one case 
while in seemingly similar cases it either has no effect 
or causes a restoration of already inverted waves to the 
upright position? Further, such responses do not ap- 
pear to be correlated with the presence or absence of 
heart disease. Some patients with serious myocardial 
damage show no T-wave changes after exercise, while 
others show drastic alterations. To argue that the ulti- 
mate causes of such inconsistencies lie in the variabili- 
ties of the individuals and not in the instrument, and 
that what are seemingly similar cases are actually very 
dissimilar, is interesting from the theoretical point of 
view but is not of much use to the practicing cardiolo- 
gist so long as knowledge of these individual variabilities 
remains indeterminate. The charge of inconsistency 
may very logically be reflected to the instrument itself 
if its effective use demands such unobtainable additional 
information. Many electrocardiographic manifestations 
are, at present, simply inexplicable; the U wave and 
the so-called afterwave are examples. All of this leads 
to another inescapable conclusion : 


Conclusion 10: The interpretation of the electro- 
cardiogram is as much an art as a science in that it is 
highly dependent upon wide experience as well as the 
possession of factual knowledge. It is to a certain ex- 
tent unteachable (excluding, of course, the fundamen- 
tals) except through the prolonged process of trial and 
error which is in itself synonymous with experience. 
For example, it is not to be expected that one who had 
not had the opportunity to examine the patient whose 
electrocardiogram is presented in Figure 13 of this re- 
port (atrial fibrillation of longstanding duration with 
no other determinable effects) and to verify the pa- 
tient’s history would automatically acquire the neces- 
sary flexibility which must be appended to the textbook 
fundamentals before mature interpretive ability can be 
said to have been attained. Yet the actual experiencing 
of one such rare event as this would modify all future 
encounters with similar conditions. It would not be 
stretching the facts too far to say that the intuition of 
the well-trained, broadly experienced, and intelligently 
alert cardiologist is as necessary to electrocardiography 
today as was Einthoven’s string galvanometer in 1903. 
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Despite the tenuous nature of this conclusion, there 
is no intention of forsaking science for metaphysics; 
Conclusion 10 is merely a reflection of the tenuous state 
of electrocardiographic knowledge today. This implies 
my final conclusion in regard to the electrocardiograph 
as a diagnostic instrument: 

Conclusion 11: Despite the shortcomings, limita- 
tions, and inconsistencies which have been charged 
against the electrocardiograph, it is still the only device 
of its kind that we possess. And since it is essentially a 
scientific instrument, not even the highly developed ap- 
perception enunciated in Conclusion 10 can substitute 
for a sound fundamental knowledge and orientation in 
basic anatomy, physiology, and pathology in a day-to- 
day approach to the problems presented to the cardiolo- 
gist by interpretive electrocardiography. Many findings 
which are ostensibly inexplicable or filled with contra- 
dictions can be readily resolved when confronted by 
such a fundamental approach. This conclusion is too 
axiomatic and well illustrated by the entire history of 
electrocardiography to need further laboring except to 
point out that this is not only a conclusion—it is a hope, 
as well; for such an approach, perseveringly pursued, 
must eventually yield the fuller knowledge of the work- 
ings of the heart in health and in disease that precedes 
diagnostic and therapeutic competence. 

Electrocardiographic Norms.—The question of 
electrocardiographic norms is, perhaps, strictly speak- 
ing, outside the scope of this paper. There is, though, 
an implication arising from the material reported in 
this thesis that goes to support the position taken by 
numerous authorities?**? that previous definitions of 
the “normal” have been much too restricted, and that 
actually many of those conditions which are often called 
pathologic are nothing more than individual variants of 
the normal. In support of this Sensenbach® cited nu- 
merous examples of studies which purport to show that 
our present criteria may be invalid because they were 
based on insufficiently large samples. 

Just by way of example, it might be pointed out 
that sinus bradycardia, which is commonly considered 
to be any rate below,60, was challenged as an adequate 
standard by Graybiel and his coworkers,®* who found 
that one-third of their patients had rates between 50 
and 60. Notching of the P wave occurred in 27 per 
cent of their cases. The PR interval, hitherto consid- 
ered abnormal beyond 0.2 of a second, was exceeded by 
16 of their subjects. Stewart and Manning® cited one 
“normal” individual who had a PR interval of 0.36 of 
a second. The same discrepancies in respect to the 
ORS interval and the amplitude of the ORS complex 
were found. Both right and left axis deviation not in- 
frequently occur in healthy, normal adults. 

In view of all of the evidence that is accumulating 
along these lines it is perhaps not too radical to con- 
clude that (Conclusion 12) we are still very much in 
the process of arriving at concepts of normality for 
most of these parameters. The so-called normals are 
still not established. Variation from the statistical nor- 
mal is not necessarily pathologic. It might also be 
pointed out that the electrocardiographic norms are in 
need of many more correlative studies, even though a 
start has been made in this direction, such as in regard 
to somatotypes. 


Concerning this question of norms, the view of 
Littman? about T-wave alterations is interesting : 


If we can discount the possibility of associated organic 
changes, and this seems reasonable, the mechanism of the un- 
stable T wave, although obscure, becomes susceptible of analy- 


JourNAL A.O.A. 


sis. Hoff, Nahum and Kisch . who made experimental 
studies of the T wave concluded that the direction of this por- 
tion of the electrocardiogram was dependent upon slight but 
constant asynchrony of the terminal electrical phenomena of the 
ventricles. Organic or functional delay in that portion of the 
electrocardiogram derived from the left ventricle led to inver- 
sion of the T wave; the same change also resulted from short- 
ening of the right side. One may be forgiven perhaps for 
postulating that some normal hearts do not possess the same 
degree of ventricular asynchronism but instead exhibit an un- 
stable equilibrium manifested by varying direction of the T 
wave. This could be the result from minute changes in syn- 
chronism such as might in other normal hearts merely cause 
slight lowering or heightening of the T wave. Another possi- 
bility to be considered is that some normal individuals are pos- 
sessed of an unusually labile or exaggerated asynchronism of 
the terminal portion of the ventricular complex leading to the 
same result. For example, the T wave inversion obtained by 
means of ice water ingestion occurs much more promptly in 
some subjects than in others and cannot be performed at all in 
some individuals. 

It is suggested that these patients represent instances of 
normal hearts with normally unstable T waves. 


One further conclusion derived from this changing 
concept of the electrocardiographic norms might well 
be stated here since it, too, was operative in a number of 
the cases presented in this paper : 

Conclusion 13: The widespread use of the electro- 
cardiograph has undoubtedly been responsible for the 
induction of more than one case of cardiac neurosis, 
and it is to be expected that with a better appreciation 
of the limitations of this instrument and of the greater 
variability of the norms the future will see a reduction 
of such unfortunate incidents. In those few cases where 
the electrocardiograph hastens the diagnosis of condi- 
tions other than heart disease, it may avert such need- 
less anxiety altogether. In the words of Walker,” 


I have seen patients whose usefulness as citizens has been 
almost totally destroyed by a cardiac neurosis precipitated by 
the misinterpretation of a normal electrocardiogram. Iatrogenic 
disease is easily acquired, but most difficult to cure. 


The Electrocardiograph in Research—As was in- 
dicated above, the establishment of electrocardiographic 
norms is a proper object of much present-day research. 
It is also noted from time to time in electrocardiograph- 
ic studies (in patients with heart disease, with condi- 
tions other than heart disease, and in normal, healthy 
subjects) that some component of the electrocardio- 
gram is particularly affected by some specific stimulus. 
For example, the fact that exercise will sometimes re- 
store an abnormal tracing to its normal configuration is 
an instance of this type of coincidental discovery. In 
this way, new leads for experimental therapeutics are 
provided by the electrocardiograph. Some of these have 
already been followed up, others are awaiting further 
investigation, and yet others will no doubt be uncov- 
ered by the continuing work on the characteristics of 
the electrocardiograph and the electrocardiogram, in 
such studies as the one presented in this paper. 

Conclusion Number 14. By way of a final conclu- 
sion, it is believed that some of the phenomena reported 
in this thesis might provide material for further inves- 
tigation, both in regard to the establishment of norms 
and in providing leads for experimental work. How- 
ever, as any analysis or exposition along this line would 
carry this paper well beyond its delimited scope, I 
leave such a suggestion unexpanded, to be developed by 
those of my colleagues who may be concerned to do so. 


18th and Chestnut Sts. 
Central Medical Bldg. 
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ADDISON'S 
DISEASE” 


FLOYD C. BOSHART, D.O. 
Utica, New York 


ee. ADDISON recognized as a clinical 
entity the condition which now bears his name, and in 
1855 described is as a “morbid state . . . [characterized 
by] anemia, general langour and debility, remarkable 
feebleness of the heart’s action, and a peculiar change 
of color of the skin occurring in connection with the 
diseased condition of the suprarenal capsule.’ 

Today, Addison’s disease is recognized as a chronic 
adrenal insufficiency, primarily resulting from disease 
in the cortex of the adrenal glands,? in turn causing a 
deficient production of the adrenal cortical hormones, 
principally 11-dehydroxy-17-hydroxycorticosterone, or 
cortisone, formerly known as compound E. 

Over 50 per cent of the cases of Addison’s disease 
result from adrenal tuberculosis and about 40 per cent 
from atrophy of unknown cause. Metastasis of malig- 
nant tumors to the adrenal gland, amyloid infiltration 
of the adrenal cortex, histoplasmosis, and torulosis are 
very rare causes.* 

Addison’s disease is considered relatively rare. The 
death rate has been listed as approximately 0.4 per 
100,000 population ;* however, the actual number of 
deaths due to this disorder is probably much higher, 


*Presented at the Conference on Problems of Endocrinology, New 
York State Osteopathic Society, Hotel Van Curler, Schenectady, New 
York, February 16-17, 1957. 
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since the less severe forms of the disease may be unrec- 
ognized in patients who die in a crisis precipitated by 
acute infection or stress. 

This disease usually occurs in individuals between 
20 and 30 years of age. As a consequence of tubercu- 
losis it is more common in males, while primary adrenal 
atrophy is more common in females. The average dura- 
tion of life in untreated patients with adrenal tubercu- 
losis is 13 months, and with adrenal atrophy, 34 
months.* 


Physical findings 


The diagnosis is suggested by a characteristic clin- 
ical picture. Observable symptoms in order of their 
frequency and occurrences are as follows: weakness, 
easy fatigability, weight loss, increased pigmentation of 
the skin and mucous membranes, hypotension, small 
heart size, anorexia, nausea, vomiting and diarrhea, 
hypometabolism, nervous and mental irritability, epi- 
sodes suggestive of hypoglycemia, apathy, and changes 
in gonadal function.** These are confirmed by labora- 
tory findings. 

Weakness may be profound in patients with Addi- 
son’s disease, and its intensity parallels the degree of 
adrenal cortical insufficiency. The patient tires very 
quickly following any exertion and becomes mentally 
as well as physically exhausted. Such manifestations as 
apathy, loss of power of concentration, loss of memory, 
drowsiness, and depression are often observed, or else 
the reverse signs such as insomnia, restlessness, appre- 
hension, and irritability. When the disease is in an 
advanced stage the patient may become disoriented and 
confused, and develop hallucinations and delusions.*® 
Acute prostration may occur with a minor intercurrent 
infection or a gastrointestinal upset, or there may be a 
very prolonged or unexplained period of convalescence 
following an infection or an operation.* 

Patients with Addison’s disease exhibit their great- 
est strength in the morning in contrast to patients with 
neurasthenia or psychologic and emotional difficulties 
who complain of fatigue in the morning and become 
more active toward evening. 
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Weight loss results from dehydration, secondary to 
excessive loss of sodium, chlorides, and water, and 
from impaired gastrointestinal function with anorexia 
and inanition. The presence of Addison’s disease is 
highly improbable in patients complaining of weakness 
and fatigue without a loss of weight.* 


A diffuse tanning may appear, with increased pig- 
mentation over pressure points such as the knees, el- 
bows, and knuckles. There may be bluish-black pig- 
mentation of the mucous membranes, multiple dark 
freckles over the body, and areas of vitiligo.” 

Reduction in blood pressure occurs in all patients 
with Addison’s disease, in proportion to the pressure 
level which existed prior to the disease, and dependent 
upon the duration and severity of the hormonal defi- 
ciency. Tachycardia is not infrequent.’ The heart is so 
consistently small in size that it is unlikely that a patient 
with a normal or enlarged heart can have Addison’s 
disease, unless there is intrinsic heart disease. The find- 
ing of a small heart is associated with hypotension and 
a decrease in plasma volume resulting from dehydra- 
tion.* 

Food dyscrasias, recurrent bouts of diarrhea, and 
constipation are common gastrointestinal disturbances. 
Patients are susceptible to cathartics, particularly of the 
saline group, and their administration to a patient with 
Addison’s disease may precipitate acute cortical insuffi- 
ciency or an adrenal crisis. The gastrointestinal symp- 
toms may simulate chronic appendicitis or chronic 
cholecystitis, and hypochlorhydria is a common finding. 

Addison’s disease produces less change in the men- 
strual cycle than might be expected. Amenorrhea occa- 
sionally is found ; gonadal changes, including diminished 
sexual function and loss of libido, are not infrequent.® 
These changes are much greater if the addisonian syn- 
drome is complicated by or associated with pituitary 
insufficiency. 


Syncopal attacks and dizziness have been attributed 
to dehydration, decreased plasma volume, hypotension, 
small heart size, and hypoglycemia.* Frequently patients 
complain of muscular cramps, due in most instances to 
reduced blood flow, sodium and chloride deficiency, and 
extracellular fluid. Pain and tenderness in the costo- 
vertebral angle (Rogoff’s sign) disappear with clinical 
improvement. 

Hyperplasia of the lymphatic tissues, with slight 
enlargement of the lymph nodes, is common. In pa- 
tients with Addison’s disease of long duration the 
cartilages of the ears become so sclerotic as to suggest 
calcification. In nearly all such cases there are dental 
caries. 

In the course of the disease, hypoglycemic episodes 
occur in association with bouts of gastroenteritis or 
systemic infection affecting the appetite or ingestion of 
food. These episodes are most frequent in the morning. 
Hypoglycemic episodes frequently follow the ingestion 
of readily absorbed carbohydrates or may even be pre- 
cipitated by an oral or intravenous glucose tolerance 
test.* 

The disease tends to become manifest clinically and 
made acute by any stress, with consequent increased 
requirement for cortical hormones. This may follow 
major surgical operations, traumatic injuries, hemor- 
rhage, infections, or excessive salt loss through per- 
spiration. 

An acute adrenal crisis is characterized by a rapid 
intensification of symptoms, including profound as- 
thenia; severe pain in the abdomen, lower back, and 
legs; a fall in blood pressure to shock level; and renal 
shutdown with azotemia. 
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It is .. . reasonable to assume 
that the adrenals, like 


other endocrine structures, 


are dependent upon normal blood and 


nerve supply for normal function 


Laboratory findings 


Untreated Addison’s disease is accompanied by a 
moderate anemia, which is usually normocytic and hy- 
pochromic; it is more marked in cases due to tubercu- 
losis than in those due to other factors.® There is a 
moderate neutropenia, lymphocytosis, and a normal or 
elevated eosinophil count. It must be remembered, how- 
ever, that the true degree of anemia is very difficult to 
estimate because of the decreased plasma volume in un- 
treated cases.?° 

The blood platelets are diminished in number 
(thromboycytopenia), with resultant lengthening of 
bleeding and clot retraction time.’ The fasting blood 
sugar level is below normal, and there is often a flat- 
tened glucose tolerance curve with a terminal hypogly- 
cemic dip.’ The excessive loss of sodium, chlorides, 
and water by the kidney tubules and sweat glands causes 
a definite hemoconcentration, as shown by an increased 
hematocrit reading. There is a reduced level of sodium 
and chloride in the blood, and an increase in nonprotein 
nitrogen and serum potassium. Excessive potassium 
depresses the functions of the myocardium, dilates the 
coronaries, stimulates the vagus, and may cause tetany 
through the production of an alkalosis. 

The volume of urine is diminished in rough pro. 
portion to the degree of adrenal cortical insufficiency. 
The specific gravity tends to be low. A small amount 
of albumin and a few hyaline casts, which are increased 
during an adrenal crisis, are present. 

Patients with severe Addison’s disease show a re- 
duced 17-ketosteroid excretion in the urine. The value 
is higher in males than in females, because of the 
androgenic contribution. Since 17-ketosteroids are re- 
duced in many disease states, particularly wasting dis- 
eases, this finding is not pathognomonic of Addison’s 
disease; on the other hand, the finding of a normal 
17-ketosteroid value in the urine makes the diagnosis 
of Addison’s disease untenable.* 

The decreased tolerance to cold found in nearly 
all cases is accounted for by a basal metabolic rate that 
usually is between minus 10 and minus 20 per cent. 
Values lower than minus 20 suggest severe inanition, 
complicating hypothyroidism, or anterior pituitary de- 
ficiency.* 

A flat roentgenogram of the abdomen, which is 
taken after a cleansing enema since cathartics are defi- 
nitely contraindicated, may reveal flecks of calcium 
lateral to the first or second lumbar vertebra, in cases 
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following adrenal destruction by tuberculosis. A lateral 
x-ray film of the skull should be taken in order to rule 
out a chromophobe adenoma of the pituitary as a pos- 
sible cause for the adrenal insufficiency. 
Roentgenographic examination of the heart will 
show a decrease in heart size as compared to the aver- 


The gastrointestinal symptoms 
may simulate chronic appendicitis or 


chronic cholecystitis 


age on the basis of height and weight.** If, in the pres- 
ence of other positive findings of adrenal cortical in- 
sufficiency, the heart size is normal or enlarged there is 
likely to be intrinsic heart disease or a complicating 
hyperthyroidism present. 

The electrocardiogram in patients with long-stand- 
ing Addison’s disease may show prolonged PR inter- 
vals, QT intervals, T-wave abnormalities, and a low 
voltage. Electroencephalographic changes are found in 
approximately 70 per cent of cases." 


Diagnostic tests 


A conclusive diagnosis cannot be made in most 
instances without measurements of the functional ca- 
pacity of the adrenal cortex.’ One of the ways this can 
be done is by performing an ACTH (adrenocortico- 
tropin) or Thorn test. An eosinophil count is taken, 25 
mg. of ACTH administered intramuscularly, and after 
4 hours the eosinophil count is repeated. If the number 
of eosinophils fails to decrease by 50 per cent or more 
by that time, an adrenal cortical insufficiency is highly 
probable. However, failure to obtain such a depression 
in the number of eosinophils does not conclusively 
prove an adrenal cortical insufficiency, since in states 
of acute allergy the production of eosinophils by the 
bone marrow may overwhelm the eosinopenic action of 
the adrenal steroids of the 11,17-oxy type.’ 

To prove the adrenal cortex at fault in the event 
of such failure, 50 cc. of Eschatin, an aqueous whole 
adrenal cortex extract, may be given intravenously, and 
the eosinophils counted 4 hours later as in the Thorn 
test. If a fall of 30 per cent or more is obtained, then 
failure to respond to ACTH must be due to insufficient 
adrenal cortical hormone.™® 

Additional assistance may be obtained by measur- 
ing the uric acid/creatinine ratio 2 hours prior to and 
again 4 hours following the administration of the 
ACTH when doing the Thorn test. In normal subjects 
an increase of 50 per cent or more is observed in this 
ratio, but patients with Addison’s disease fail to respond 
with a change in the ratio. 

If a still more definitive diagnostic procedure is 
necessary, the 48-hour ACTH test is used.** In this 
test the excretion of 17-ketosteroids under adrenal stim- 
ulation with ACTH is employed as a direct measure of 
adrenocortical reserve. The 24-hour urinary 17-keto- 
steroid excretion is determined on the day prior to the 
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test and again during the second day of the test. Nor- 
mally there occurs a rise of approximately 10 mg. in 
the 17-ketosteroid excretion per 24 hours in males, and 
7 mg. in females. 

To evaluate the androgenic function of the adrenal 
cortex, it is necessary to estimate the 24-hour output of 
17-ketosteroids. The normal values are 10 mg. per day 
in the female and 15 mg. in the male. In Addison’s 
disease the average value is 1 to 3 mg. for females and 
4 to 8 mg. for males.5 

Other tests of adrenal cortical adequacy should in- 
clude the measurement of capacity for prompt diuresis; 
this capacity is lost in cortical insufficiency. The patient 
is allowed no fluids after 7 p.m., and the urine from 10 
p.m. to 7 a.m., inclusive, is collected and measured. 
Water in the amount of 22 cc. per kg. of body weight 
is given by mouth at 7 a.m., followed by collection and 
measurement of the urine hourly for 4 hours. If the 
volume of any of the hourly specimens exceeds that of 
the night collection, it is unlikely that Addison’s disease 
is present. 

The Cutler-Power-Wilder test for ability to with- 
stand sodium chloride depletion, and the 24-hour fast 
for hypoglycemic response, are of diagnostic value if 
there is still a doubt. These two tests should be done 
only in a hospital, as they may precipitate an acute 
adrenal crisis or even death, in the presence of definite 
Addison’s disease. 


Differential diagnosis 


According to one source,® it is necessary to differ- 
entiate Addison’s disease from the following conditions : 

Neurasthenia and psychoneurosis can be distin- 
guished by the history and by positive psychologic 
changes. In these cases the patient is tired when he 
awakes and becomes more energetic as the day pro- 
gresses. Usually there is no loss of weight. 

Chronic infections such as tuberculosis and brucel- 
losis are identified by bacteriologic and immunologic 
studies. 

Chronic gastrointestinal diseases can be recognized 
by roentgenographic studies and stool cultures. 

Thyrotoxic myopathy is determined by the basal 
metabolic rate and the level of protein-bound iodine. 

Hyperparathyroidism is characterized by changes 
in calcium, phosphorus, and alkaline phosphatase levels. 

Myasthenia gravis is differentiated according to 
response to intramuscular neostigmine. 

Islet cell tumors are associated with hypoglycemia 
and resistance to insulin. In islet cell tumor, the blood 
sugar must be exceedingly low before symptoms are 
produced ; in Addison’s disease there is a marked in- 
sulin sensitivity and hypoglycemic symptoms are mani- 
fested at blood sugar levels easily tolerated by normal 
individuals. 

Nephritis, with loss of sodium and chlorides, is 
known by the presence of renal disease and absence of 
response to adrenal cortical hormones. 


Treatment in a Crisis 


Frequently patients are first seen in an acute crisis, 
precipitated by surgery, trauma, infection, hemorrhage, 
or stress. Treatment must be prompt and adequate to 
prevent death, The aim of therapy is to combat dehydra- 
tion and shock, to correct and prevent hypoglycemia, 
and to limit the spread of infection. This is accom- 
plished by providing additional fluid, plasma, whole 
blood, and sodium chloride. Three principles govern 
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treatment of Addison’s disease: (1) correction of the 
physiologic disturbances resulting from adrenal cortical 
insufficiency ; (2) specific replacement of adrenal cor- 
tical hormone; and (3) avoidance of conditions known 
to aggravate Addison’s disease. 

The treatment of an acute adrenal crisis is carried 
out as follows 

The patient is put to bed and given epinephrine 
hydrochloride (1:1,000 aqueous solution) 0.3 to 0.5 cc. 
subcutaneously if the systolic blood pressure is below 
80 mm. Hg. 

Aqueous whole adrenal cortical extract such as 
Eschatin, 20 to 50 cc., is given intravenously at once. 
Subsequent dosages are: 10 cc. intramuscularly every 
hour for 12 hours, then every 2 hours for 12 hours, 
and finally every 6 hours until the patient has appeared 
well for 48 hours. 

Desoxycorticosterone acetate, 5 to 10 mg. in oil, 
is administered intramuscularly in two or more sites; 
thereafter, 5 mg. or less is given daily, depending on 
the degree of hydration, weight, and blood pressure. 

On admission, if the crisis is severe, 250 cc. of hu- 
man plasma or 50 grams of concentrated human albu- 
min are given intravenously with 30 cc. of aqueous 
adrenal cortical extract, 250 cc. of 10 per cent dextrose 
in saline, and 200,000 units of penicillin. The rate of 
infusion is 100 drops per minute. This may be repeated 
at once, in the absence of apparent improvement. After 
the blood pressure becomes stabilized, 10 per cent dex- 
trose in water is substituted for the saline solution. 
Parenteral fluid should not exceed 3,400 cc. in the first 
24 hours of treatment. Fruit juices, milk, and soft 
solids should be started as soon as the patient can take 
them. Penicillin or other antibiotics should be con- 
tinued prophylactically to combat complicating infec- 
tions. 

If nausea and vomiting require continued intra- 
venous therapy, 1000 cc. of a solution containing 2 
grams of dipotassium hydrogen phosphate and 60 
grams of glucose per liter should be used, together 
with 500 cc. of an 0.9 per cent solution of sodium 
chloride. 

With early signs of excess sodium retention, such 
as weight gain, pulmonary edema, anasarca, drowsiness, 
and hyperpyrexia, desoxycorticosterone acetate is with- 
held and whole adrenal cortical extract substituted, be- 
cause the whole cortex extract will not give rise to toxic 
manifestations and should be used whenever there is a 
question of overhydration. 

It is important to remember that opiates, including 
paregoric, and the barbiturates are definitely contraindi- 
cated at all times in Addison’s disease and that antipy- 
retics should be used only with caution. 

It is also important to remember that glucose 
should not be given intravenously without concurrent 
plasma or albumin administration. 


Interim treatment 


_After a period of stabilization following a crisis, 
the therapeutic objectives are somewhat changed. The 
restoration of nearly normal heart size is a safer cri- 
terion for the success of treatment than normal blood 
pressure, since the blood pressure remains subnormal 
in most instances unless excessive amounts of desoxy- 
corticosterone are used. Other objectives are the re- 
establishment of normal mental processes, increase in 
weight, correction of anemia, and restoration of physi- 
cal strength. 
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It is possible to control very mild cases of adrenal 
cortical insufficiency by the oral administration of 3 to 
6 grams of sodium chloride daily. However, the usual 
case will require adrenal cortical hormone therapy. All 
patients should be given a high sodium, high carbohy- 
drate, and high protein diet, with a low intake of potas- 
sium. It may be necessary to use six feedings daily if 
the intake is otherwise inadequate. 

Hormonal substitution therapy may be carried out 
in one of three ways, using either cortisone acetate, 
aqueous whole adrenal cortex extract, or desoxycorti- 
costerone acetate. 

Ideal substitution therapy consists of the adminis- 
tration of cortisone acetate, together with a high sodium 
chloride intake, in excess of 10 grams daily or with a 
supplementary dose of desoxycorticosterone acetate. 

The patient is given an adequate caloric intake and 
a total of 3 to 6 grams daily of enteric-coated sodium 
chloride tablets with meals. From 5 to 15 mg. of corti- 
sone acetate is given intramuscularly twice daily. On 
this therapy the patient will experience an increase in 
appetite, weight, strength, and mental clarity, and there 
will be an improvement in the electroencephalographic 
tracing. Because of the weak sodium chloride-retaining 
activity of cortisone acetate, the use of desoxycorti- 
costerone acetate is imperative in severe cases. 

After a month’s trial on the injected cortisone ace- 
tate, the patient may be given from 10 to 20 pellets of 
50 mg. each of cortisone acetate, implanted subcuta- 
neously. These pellets absorb slowly over a period of 
4 to 6 months, with a daily liberation of cortisone suff- 
cient to produce a continuous absorption and a sus- 
tained level equivalent to at least twice the amount if 
given by injection. 

During times of stress additional substitution 
therapy must be provided in the form of daily injec- 


tions of whole adrenal cortical extract and small - 


amounts of desoxycorticosterone acetate. 

Whole adrenal cortical extract therapy may be 
used in place of cortisone acetate. Aqueous extract of 
the whole adrenal cortex, such as Eschatin, should be 
used in doses of 5 cc. three times daily, or the lipoid 
extract in doses of 1 cc. three times daily. Much larger 
amounts may be used without ill effect, if needed. Ad- 
ditional sodium chloride, from 3 to 6 grams of enteric- 
coated tablets, must be given. 

The use of whole adrenal cortical extract therapy 
is indicated in the occasional use in which desoxycorti- 


The presence of Addison’s disease is 
highly improbable in patients 


without a loss of weight 


costerone acetate produces excessive water retention, 
yet leaves the patient weak and tired. 

Desoxycorticosterone acetate therapy has the ad- 
vantage of lower cost. Because of its almost exclusive 
action on salt and water retention, the use of desoxycor- 
ticocosterone acetate must be carried out with constant 
and careful regulation of the patient to avoid the dan- 
gers of overdosage. 
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A patient with asthenia, 
fatigue, pigmentation of the 
skin and mucous membranes, loss 
of weight, and hypoglycemia 
should be considered as a possible 


victim of Addison’s disease 


Daily basal weight, blood pressure, and hematocrit 
levels are determined in a patient on a moderately con- 
stant food intake. After obtaining a base line, 2 mg. of 
desoxycorticosterone acetate in oil is given intramuscu- 
larly each day. This dose is increased every second day 
by 0.5 mg. until the first signs of overhydration appear, 
including weight gain, hemodilution, and peripheral 
edema. The dose of desoxycorticosterone acetate is 
then reduced by 0.5 mg. If the weight then remains 
constant, the reduced dosage is continued even though it 
may be insufficient to raise the blood pressure to a nor- 
mal level. In women the dose of desoxycorticosterone 
acetate and sodium chloride may be reduced somewhat 
during the premenstrual period. 

After satisfactory regulation for 1 to 2 months, 
pellets of this drug may be substituted for the injec- 
tions. For each 6.5 mg. of desoxycorticosterone acetate 
in oil or 0.1 cc. of the commercial preparations, one 125 
mg. pellet is used. The average patient will require 
from 3 to 4 pellets, which dissolve completely in 9 to 
12 months, at which time reimplantation must be done. 
If the weight and blood pressure have remained well 
controlled, re-evaluation by the use of injected desoxy- 
corticosterone acetate need not be carried out. 

The advantage of pellet therapy lies in the constant 
supply of hormone and the freedom from daily injec- 
tions. On occasion, with stress and increased require- 
ments, additional desoxycorticosterone acetate, 5 to 10 
mg. daily, may have to be given intramuscularly ; and 
additional sodium chloride, 3 to 6 grams daily, may be 
required. 

Although desoxycorticosterone acetate pellets alone 
are ordinarily quite satisfactory, many patients feel bet- 
ter if given small supplementary doses of cortisone 
acetate or whole adrenal cortical extract. Some patients 
may show an excessive response and become edematous, 
but are brought under satisfactory control by using 
whole adrenal cortical extract or cortisone acetate to 
counteract some of the effect of the desoxycorticosterone 
acetate ; if this is unsuccessful, some or all of the pellets 
may have to be removed. 

Excessive desoxycorticosterone therapy may result 
in headache, hypertension, and cardiac enlargement. 
Muscular weakness with ascending paralysis may fol- 
low the lowered serum potassium level brought about by 
excessive dosage, but it is easily controlled by the use 
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of potassium citrate; in fact it may be prevented by 
giving several glasses of orange or grapefruit juice 
daily. 

Unexplained cardiac standstill without demonstra- 
ble anatomic changes, although rare, has been known 
to occur following excessive corticosterone therapy. 

In any known case of Addison’s disease it is well 
to advise the patient to inform his dentist that this con- 
dition is present, as the extraction of a tooth may pro- 
voke a serious or even fatal addisonian crisis.’ 

Although little can be found in osteopathic litera- 
ture concerning Addison’s disease, clinical experience 
would indicate that endocrine function may be definitely 
affected by osteopathic manipulative procedures. Cole'® 
reports that “experimental evidence indicated disturbed 
activity of glandular structures when an osteopathic 
vertebral lesion existed in segments of the spinal column 
from which the autonomic innervation to the glands 
arose. The effect of the osteopathic vertebral lesion 
would probably be mediated through the autonomic in- 
nervation to the blood vessels of the gland.” 

It is thus reasonable to assume that the adrenals, 
like other endocrine structures, are dependent upon 
normal blood and nerve supply for normal function. 
Therefore the removal of osteopathic lesions in the 
splanchnic area and the release of fascial tensions in 
that vicinity should be considered an important part of 
the treatment of this endocrine disorder. In that way 
further cortical destruction may be retarded, and the 
patient’s general resistance improved.** 


Prognosis 


In the absence of active tuberculosis, the outlook is 
good with modern hormonal substitution therapy. On 
desoxycorticosterone therapy without cortisone, the 
5-year survival has been increased from the previous 
5 per cent to over 50 per cent; this figure is expected 
to be considerably higher with the use of cortisone ;* 
and it should be increased still further in patients re- 
ceiving osteopathic manipulative treatment. In _ the 
presence of active tuberculosis the outlook is less fa- 
vorable, although there seems to be an unusual resist- 
ance to the spread of tuberculosis in patients with an 
adrenal cortical insufficiency. 


Summary 


__ A patient presenting symptoms of asthenia, fa- 
tigue, pigmentation of the skin and mucous membranes, 
loss of weight, and hypoglycemia should be considered 
as a probable victim of Addison’s disease. 

The diagnosis is substantiated by the presence of 
tuberculosis, small heart size, hypometabolism, de- 
creased urinary 17-ketosteroid excretion, decreased 
serum sodium and chloride concentration, increased 
serum potassium level, hypoglycemia with a flattened 
oral glucose tolerance curve, changes in the electrocar- 
diogram and the electroencephalogram, delayed diuresis 
following the ingestion of water, and a subnormal 
adrenal cortical response to ACTH. 

It is best treated during an acute crisis by hormone 
replacement, intravenous fluids, and sodium chloride to 
combat dehydration; glucose to counteract hypogly- 
cemia; and antibiotics to limit spread of infection. 
After the crisis has subsided, treatment consists of sub- 
stitution therapy with adrenal cortical hormone, sodium 
chloride regulation, high carbohydrate and high protein 
diet, and avoidance of stress or trauma. 
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TRIMALLEOLAR 
FRAC’VTURES® 


CHESTER H. LYON, D.O. 
Los Angeles, California 


I RIMALLEOLAR fracture (Cotton’s fracture) 
is a common orthopedic problem which unfortunately 
can leave the patient with marked disability if not 
properly evaluated and correctly handled. 

A trimalleolar fracture involves a composite frac- 
ture of the internal malleolus, the fibula, and the pos- 
terior lip of the articulating surface of the tibia.t Occa- 
sionally the internal malleolus may be intact, and in 
many cases frank dislocation of the talus posteriorly 
is encountered. The fundamental feature of a trimal- 
leolar fracture is destruction of the supportive strength 
of the ankle in all three planes : external rotation, lateral 
displacement, and upward displacement. 

In fractures of the ankle, only the slightest varia- 
tions from normal anatomy are compatible with good 
function of the joint. 

The violence that may fracture a bone is limited 
to one of four classes or a combination of them: com- 
pression, tension, torsion, and bending. A trimalleolar 
fracture results from torsion followed by tension and 
finally compression. The main mass of the inferior 
tibiofbular ligaments, in the usual external-rotation 
fracture, supplies the fixation required for the usual 
fracture of the malleolus by holding the fibular shaft 
snugly against the tibia. The anterior inferior tibio- 
fibular ligament is usually avulsed, with or without a 
fragment from the lateral aspect of the tibia, by the 
force displacing the distal fragment of the fibula.** 

Means of managing trimalleolar fractures are: 


*Presented at the annual meeting of the American Osteopathic Acad- 
emy of Orthopedics, Detroit, Michigan, October 29, 1956. 
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manual reduction, open reduction with or without in- 
ternal fixation, skeletal traction, and immobilization 
with a Thomas splint. 

In manual reduction an assistant holds the foot in 
a correct position by suspension in a stockinette. The 
surgeon flexes the patient’s knee, slightly plantarflexes 
the foot, and pulls the heel forward to reduce the sub- 
luxation. He then dorsiflexes the foot and maintains 
internal rotation while pressing the foot on the outer 
side so as to make the whole foot move across against 
the medial malleolus. The long leg cast is applied with 
the foot and knee in this position. 

Thomas’ method permits more certain control of 
the backward and upward displacement. A stockinette 
is used as before, to maintain dorsiflexion. A bandage 
is placed over the patient’s tibia and tied to such a 
length that it may be held comfortably under the foot 
of the surgeon. A second loop of bandage is passed 
under the patient’s heel and over the neck of the opera- 
tor, who stoops forward. By straightening his back the 
operator lifts the foot forward on the tibia and has his 
hands free to control lateral displacement. A plaster 
cast is applied with the bandages in position. The 
bandages are subsequently cut away. 

If skeletal traction is employed, a pin is inserted 
in the calcaneus, and traction is made on a Bohler 
frame. A bandage is placed over the tibia and tied to 
the base bars of the frame so that it exerts pressure 
just above the ankle. The orthopedist’s hands are free 
to control the foot in the frontal plane. Plaster is then 
applied. If the method is to be used as a permanent 
means of retention, a second pin should be passed 
through the tibial tuberosity and incorporated into the 
cast. 

Postreduction roentgenograms must be studied 
with the following considerations in mind: whether the 
normal relationship of ‘the ankle mortise is restored, 
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In fractures of the ankle 
only the slightest variations 
from normal anatomy 
are compatible with good 


function of the joint 


whether the weight-bearing alignment of the ankle is 
at a right angle to the longitudinal axis of the leg, and 
whether the contours of the articular surfaces are as 
smooth and as regular as possible. Surgery is warranted 
if closed procedures fail to satisfy these requisites, ex- 
cept in those cases in which the only factor not obtained 
is the posture of the posterior tibial fragment which has 
remained in a slightly proximal position. This is of no 
consequence if the anterior fragment of the tibia is 
sufficiently large to provide a stable weight-bearing sur- 
face and the astragalus can be maintained in proper re- 
lation with the anterior postion of the tibial articular 
surface. Even a slight degree of posterior subluxation, 
however, is not acceptable. 

Poor function is usually caused by failure to 
achieve anatomic reduction for one of the following 
reasons: a tendency for the orthopedist to be satisfied 
with less than complete reduction, failure to tell the pa- 
tient that more than one manipulation may be neces- 
sary, a desire to avoid using additional anesthesia, and 
failure to obtain evaluation of mortise alignment by 
roentgenograms in true anteroposterior or lateral 
planes.* 

The internal malleolus is usually the fragment 
which should be stabilized by internal fixation at open 
reduction. Thereafter the fibular fracture may be re- 
duced easily by maneuvering it against the fixed inter- 
nal malleolus. The posterior fragment may then be 
manipulated downward into position, or a second inci- 
sion may be made through which this fragment is trans- 
fixed to the tibia. 

Occasionally the posterior tibial tendon may be 
trapped in the fracture, or the deltoid ligament may be 
interposed between the fragments. These situations re- 
quire open reduction. Fracture-dislocation of the ankle 
has been described* in which the upper fragment of the 
fibula was caught behind the posterior lateral ridge of 
the tibia. Ordinarily this must be operated upon, al- 
though a case has been reported in which this complica- 
tion was treated by closed reduction.” 

When both malleoli are fractured transversely at 
the approximate level of the tibial plafond, or articular 
surface, fixation of both malleoli is necessary. Positions 
of the screws and all fragments should be verified by 
x-ray before the wound is closed and fixed in plaster. 

Fractures of the internal malleolus associated with 
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diastasis of the distal tibiofibular joint may require 
additional fixation by a screw placed transversely across 
this joint. 

Postreduction care is as follows: X-rays made 1 
week after postreduction films should be checked for 
slipping, after which bimonthly check films are made. 
After 6 weeks a boot cast may be substituted for the 
long leg cast and partial weight bearing with crutches 
is allowed. Speed and Knight concur with Campbell' 
in advocating use of an ankle brace with an inner “T” 
strap and arch supports for 3 to 6 months after removal 
of the second cast at the end of 10 to 12 weeks. Al- 
though I do not use these routinely, I will advocate an 
elastic bandage or hose to prevent the massive edema 
which occurs on ambulation after removal of the cast. 


Summary 


The trimalleolar fracture is a problem injury re- 
quiring exact reduction to prevent a painful weight- 
bearing joint.* Open reduction is necessary in cases in 
which mechanical derangement involves bony impinge- 
ment, trapped soft tissue, or inaccessibility of smaller 


fragments to manipulation by closed methods. 
6222 Wilshire Blvd. 
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Discussion 


Dona.p SIEHL, D.O., Dayton, Ohio: Dr. Lyon has pre- 
sented a good review of this frequently encountered fracture. 
I want to emphasize his point that in trimalleolar fracture the 
supportive strength of the ankle is destroyed in all three planes. 
In the care of this fracture, it is essential to restore the ankle 
mortise and ankle joint alignment as perfectly as possible. 

I agree with Dr. Lyon that most of these fractures do not 
require open reduction. Those that do not reduce completely 
after closed procedures and casting frequently ¢an be improved 
by wedging of the cast. 

In evaluating this fracture it is essential to have true 
anteroposterior and lateral roentgenograms. One can be misled 
considerably in evaluating the reduction if these views are not 
adequate. 

I would like to note that a fibrous union of the medial 
malleolus frequently occurs, but that this is a solid union in 
most cases, as can be determined clinically. Dr. Lyon also 
points out that the trimalleolar fracture is frequently associated 
with diastasis of the tibia and fibula and that this condition 
must be corrected and the correction maintained until héaling is 
complete. 

With regard to the follow-up management of this fracture 
I agree with Dr. Lyon’s recommendation of the use of elastic 
hosiery for several months or longer. I would like to suggest, 
in addition, that many of these patients can be aided in their 
rehabilitation by the use of foot appliances such as medial heel 
wedge and frequently some support through the longitudinal 
arch. For women, it is essential to recommend adequate foot- 


wear for at least a year following this type of fracture. 
701 Salem Ave. 
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PSYCHOPHARMACOLOGY 


IRWIN ROTHMAN, V.M.D., D.O. 
Philadelphia, Pennsylvania 


it HAS BEEN CALLED the age of psycho- 
pharmacology in psychiatry. The ever-expanding use 
of pharmacologic agents in emotional illness is becom- 
ing overwhelming. Thirty billion tablets of one tran- 
quilizer had been sold by October 1956.1 Nine million 
patients have had chlorpromazine prescribed for them.’ 
In the first 8 months of 1956, 17,310,500 prescriptions 
for the commoner tranquilizers were written.* 

Integration of the use of these agents with differ- 
ent forms of psychotherapy is in its infancy. Their in- 
tegration with hypnotherapy is even less developed. 
Prior to this year, when I published an experimental 
report,‘ there had been nothing in the literature con- 
cerning the facilitation of hypnotism by the tran- 
quilizers or ataraxics. Yet there has been a great deal 
of new interest in hypnotism and its uses, especially in 
psychiatry, anesthesiology, surgery, dentistry, and other 
fields of medicine. There has also been more official 
recognition of the place of hypnotism in medical educa- 
tion. In my presentation before the American College 
of Neuropsychiatrists in July 1955, I quoted the report 
of the British Medical Association: 

It is recommended that a description of hypnotism and its 
therapeutic possibilities, limitations, and dangers should be given 
to medical undergraduates during their psychiatric course. . 

Instruction in the clinical use of hypnotism should be given 
to all medical postgraduates training as specialists in psycho- 
logical medicine and possibly . . . to trainee anaesthetists and 
obstetricians, so that they will understand its indications and 
practical applications. .. .° 

Since then an official statement has been made in 
the United States similar to that by the British Medical 
Association. In November 1956, the Joint Council on 
Mental Health of the American Medical Association 
was quoted as stating, “. . . in general, the Committee 
viewed positively and favorably the incorporation of 
hypnosis and hypnotic techniques into the various areas 
and specialties of the medical sciences.”® A review of 
the recent literature will give some indication of the 
need for the technics for psychopharmacologic aid to 
hypnotherapy, described later in this article. 


Anesthesiology and surgery 


The first cesarean section followed by hysterectomy 
ever performed on the same patient under hypnoanes- 


*Presented at the annual meeting of the American College of Neuro- 
psychiatrists, Dallas, Texas, July 13, 1957. 
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thesia was described in February 1957.’ Analgesia 
was not induced preoperatively, nor were any anes- 
thetic agents of any type used. Another article in Sep- 
tember 1956® described the successful use of hypno- 
analgesia for a resection of the upper lobe of the left 
lung following diagnostic bronchoscopy under hypno- 
tism. This is, apparently, the first report of modern 
chest surgery under hypnosis. Another “first” is a 
subtotal thyroidectomy performed on November 29, 
1956. No anesthesia, analgesia, or medication was re- 
quired preoperatively or postoperatively. Other recent 
writings report use of hypnotism in amputation,° bi- 
lateral mammoplasty,’® appendectomy," and laparot- 
omy.’? However, these are hardly “firsts,” since Re- 
camier started use of hypnosis for major surgery in 
Paris hospitals in 1821.1% Between 1844 and 1859, 
James Esdaile™ reported on its use in several thousand 
surgical procedures (documented and witnessed) of 
which approximately 300 were major operations includ- 
ing amputations, repair of hydroceles, and removal of 
scrotal tumors and cataracts. Hypnosis may be used 
successfully with epidural and spinal anesthesia in 
cases in which cardiac and respiratory depression is to 
be avoided. Postoperative nausea, vomiting, and hic- 
cough can be controlled. The patient can be encouraged 
to breathe deeply and cough adequately postoperative- 
ly.8 Contrariwise, in cases in which the cough reflex 
may endanger a patient’s life, as in Lutembacher’s syn- 
drome (congenital defect of the interatrial septum with 
mitral stenosis), the uncontrollable cough has been 
suppressed by hypnosis when other measures failed.** 


A December 1956 report’® on the use of hypnosis 
in 216 surgical patients in England is of interest. A 
large number of successful orthopedic procedures were 
reported and the advantages of hypnotism in an emer- 
gency room were stressed. Successful hypnosis was 
achieved in more than 4 out of every 5 cases. ; 

Oral and Dental Surgery.—Space forbids an ex- 
tensive discussion of one of the most rapidly expanding 
fields—hypnodontics. The interest of dentists in psy- 
chology and psychiatry is growing as they see hypnosis 
solving many of their problems in daily practice. I 
described some twenty-five uses for hypnosis in den- 
tistry and oral surgery in an October 1956 issue of a 
dental journal.’? Included were such diverse conditions 
as gagging, ptyalism, breaking in orthodontic appli- 
ances, periodontic root scaling and planing, anesthesia 
and amnesia for extractions and oral surgical proce- 
dures, and postsurgical pain control. The use of dental 
hypnosis in children is also of interest to pediatricians. 
It may be noted parenthetically that the rapid acceptance 
by dentists of hypnoanesthesia seems to be historic 
repetition. The first use of nitrous oxide was by a 
dentist, Horace Wells, who saw a showman, Gardner 
Colton, give a stage performance with “laughing gas.” 
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Those physicians who retain prejudice against hypnosis 
because it is used in stage performances should recog- 
nize the fact that ether, chloroform, and nitrous oxide 
“frolics” were entertainment spectacles only shortly be- 
fore these agents were used to any extent for surgical 
anesthesia.“ 

Burns.—A use of hypnosis unreported until re- 


Integration of the use of pharmacologic 
agents with different forms of 


psychotherapy is in its infancy 


cently is in burned patients in whom it has proved al- 
most a lifesaving measure by stimulating appetite and 
facilitating motivation for use of injured parts pre- 
viously immobilized by pain.’* The technic of hypnosis 
in neuromuscular re-education by regression is new in 
the field of physiotherapy and postsurgical rehabilita- 
tion.*® 


Obstetrics and gynecology 


De Lee*® in a recent article quotes the late J. B. 
De Lee, “The only anesthetic without danger is hypno- 
tism . . . I am irked when I see my colleagues neglect 
to avail themselves of this harmless and potent remedy.” 

Michael*' in a controlled series reported reduction 
of the first stage of labor in primiparas to about 4 
hours. Hyperemesis gravidarum has been successfully 
treated by hypnotherapy.*? Reports on treatment of 
pseudocyesis, frigidity, amenorrhea, dysmenorrhea, 
sterility, obesity, pruritus vulvae, premenstrual tension, 
and the menopause continue to appear in the literature.?° 


Internal medicine 


A recent article mentions a number of conditions 
which have responded favorably to hypnotherapy: gas- 
tric ulcers, ulcerative colitis, anorexia nervosa, and or- 
ganic heart disease complicated by fear and other emo- 
tional conditions.** 

Moody** evaluated the results in two groups of 10 
male patients each with a history of peptic ulcer for at 
least 6 years. Medication was discontinued for the 
hypnotic group but continued for the control group. 
X-ray judgments of roentgenologists at the end of 15 
hypnotic sessions favored the hypnotic group over the 
control group given medicines only. 

Improvement in essential hypertension has been 
reported again recently.*® Kirkner describes in detail 
one of his cases in which a blood pressure of 180/130 
was stabilized at 145/110 after 15 sessions of hypno- 
therapy. He predicted that the pressure in this case will 
be normal in time if somatic changes do not interfere. 

The current emphasis on tobacco smoking as an 
etiologic or aggravating factor in malignant disease and 
in cardiovascular and gastrointestinal disorders resulted 
in an increased interest in the control of smoking and 
other deleterious habits through hypnotism. Hypnosis 
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with a symptomatic approach was successful in 3 of 7 
patients with Buerger’s disease.*® It is important that 
the therapist use a hypnodynamic approach and not a 
symptom-removal attempt whenever possible; and, as 
discussed later, that he understand what the symptoms 
mean to the patient. 

Nutritional Disturbances with Underlying Emo- 
tional Factors.—The successful use of the hypnody- 
namic approach in obesity when other methods have 
failed is not new. A more recently stressed use is to 
increase daily caloric intake in malnutrition. For exam- 
ple, a man with severe, progressive anorexia was con- 
suming 1,850 calories a day. Hypnotic suggestion had 
gradually increased his intake to 8,250 calories on the 
ninth day following hypnosis. From then on his caloric 
intake was so great that it became necessary to reduce 
the intensity of the hypnotic suggestion in order to 
build his weight normally.27 Use of hypnosis in emo- 
tional glycosuria and the fatigue of hypoglycemia has 
also been reported. There are many reports in the 
literature on hypnotherapy of psychogenic genitouri- 
nary disorders including enuresis, dysuria, and impo- 
tence. 

Pain.—Treatment of psychogenic headaches and 
joint and muscle pains has been reported.** A number 
of articles have favorably reported on hypnotherapy in 
maintaining the physical and emotional level of the pa- 
tient with carcinoma and as a pain-relieving adjunct.?°-*4 

Recently Dorcus cited Kirkner’s successful use of 
hypnosis for control of pain in spinal cord injury, 
diskogenic disease, and arthritis. Also, 14 of 18 cases 
of chronic hiccough in which other methods had been 
tried were successfully resolved by hypnosis.?* 


Dermatology 


In a summary of the literature on hypnosis in der- 
matology, McDowell** listed some sixteen groups of 
skin disorders effectively dealt with by therapeutic ap- 
plication of hypnosis. The commonest conditions in- 
cluded eczema, hyperhidrosis, neurodermatitis, psoria- 
sis, pruritus, acne rosacea, urticaria, and verrucae. 


Psychiatry 


In order to avoid listing vast numbers of conditions 
treated by hypnosis in psychiatry, the field wherein its 
use most obviously belongs, I will only sav that there is 
hardly anv condition in the psychiatric field in which 
it has not been tried or recommended. This was evi- 
dent in a survey by Wolberg*® of almost all psychia- 
trists who were known to use or to have used hypnosis 
extensively. Many of the therapists contacted no longer 
used hypnosis, especially those practicing orthodox psy- 
choanalysis; yet, in answer to the question, “Do you 
believe that in selected cases hypnosis can shorten the 
therapeutic process ?” the unanimous answer was “Yes.” 


Precautions and contraindicatigns 


The many indications listed above and others in 
older literature make it obvious that psychopharma- 
cologic methods to aid in producing the hypnotic state 
in selected patients resistant to hypnosis may be valua- 
ble. However, it is necessary to observe some very im- 
portant cautions. The present wave of enthusiasm for 
hypnotherapy in the healing arts will be lasting and of 
value only if hypnotism is perceived as a component of 
the psychology of human behavior. 
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1. Usually the patient should not be forced into 
the hypnotic state unless he is consciously willing. 

2. The unconscious resistances must not be so 
strong as to precipitate psychosis or violent trauma if 
the patient becomes aware of loss of control. A thor- 
ough understanding of the psychodynamics of the case 
must be possessed by the therapist. Possible exceptions 
are its use in anesthesia and for deliveries, although 
even here the psychodynamics of the hypnotic relation- 
ship should be understood. The therapist must under- 
stand what the symptom means to the patient and what 
its removal may do to him, especially if he plans mere 
symptom removal, usually not the best therapeutic 
method. 

3. The plan of action must be clearly formulated 
as to what methods of hypnosis are to be employed in 
the case. Some of the methods for utilizing hypnosis 
have been discussed elsewhere.** 

4. It is urgent to realize that the foregoing cau- 
tions apply to the induction of the hypnotic state in 
general. They are many times more important when 
this state is induced by the use of pharmacologic agents 
against the patient’s unconscious fears and resistances. 
If possible, the unconscious resistances should be ana- 
lyzed and the patient should be at least intellectually 
aware of their existence prior to starting the pharma- 
cologic approach. Often if this is done and then hyp- 
nosis completed, the patient becomes more rapidly 
aware emotionally of the meaning of his resistances to 
hypnosis, and these can be dealt with on a conscious 
level in the therapeutic relationship. 

5. Cases in which these methods are to be used 
must be carefully selected. 


Pharmacologic means for aiding 
hypnotherapy 


As has been observed, it is not always practical 
to obtain a hypnotic state in patients without artificial 
aid. The use of pharmacologic means to either produce 
or deepen a hypnotic state is desirable in very carefully 
selected cases. 

Prehypnotic Medication.—lf any of the agents dis- 
cussed below are utilized before the hypnotic induction 
is attempted the patient seems more suggestible. Jn 
general, an increase in suggestibility is one of the ef- 
fects of the tranquilizing drugs and also of the bar- 
biturates and sedatives. 

1. Oral.—A large number of medicinal agents may 
be given orally at varying times prior to attempted hyp- 
notic induction. The phenothiazine derivatives such as 
chlorpromazine (Thorazine) 50 to 100 mg., promazine 
hydrochloride (Sparine) 25 to 10 mg., mepazine or 
pecazine (Pacatal) 25 to 100 mg., proclorperazine 
(Compazine) 10 to 20 mg., or perphenazine (Trilafon) 
4 to 8 mg., can be given 1 hour before attempting to in- 
duce hypnosis. Other tranquilizers such as mephenesin 
and meprobamate (Equanil or Miltown), 400 to 800 
mg. about three-qvarters of an hour before hypnotic 
induction, have a place in hypnotherapy in my opinion. 
Paraldehyde, 1 to 2 drams, may be given from 10 to 30 
minutes prior to hypnosis. Barbiturates such as amo- 
barbital, 6 to 9 grains, or pentobarbital or secobarbital, 
1% to 3 grains, may be given 30 minutes to 1 hour 
prior to hypnosis. 

2. Parenteral.—Intramuscular use may be made of 
most of the agents listed under oral medication. I have 
most frequently used amobarbital, 334 grains, by deep 
intramuscular injection or chlorpromazine, 25 mg. One- 
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half cc. of 3 mg. per cc. solution of d-tubocurarine 
chloride intramuscularly seems worthy of further eval- 
uation. 

Intravenous methods most often employed are the 
gravitation and Braid technics. I have devised an ap- 
proximate experimental method (modification of gravi- 
tation and Braid technics) for comparing the efficacy 
of the various agents used This method is most 
clearly demonstrated in the comparison of intravenous 
drugs. The intravenous agent to be used is injected 
into the median basilic vein in the antecubital fossa or 
the dorsal metacarpal vein of the hand. The patient is 
usually in a sitting position. The other hand and arm 
are stretched out in front of the patient at shoulder level. 
Injection must be made slowly while the patient’s at- 
tention and rapport are held by verbal hypnotic sugges- 
tions. Eye closure in response to fatigue and hypnotic 
suggestion (modified Braid technic) and gravitation 
technic, in which response to reiteration that the out- 
stretched hand and arm are becoming heavy and drop- 
ping, are used as objective signs that a hypnotic re- 
sponse is occurring. If the hypnotic eye closure is 
obtained without drugs, then the gravitation technic 
with injection is an effective method of deepening hyp- 
nosis. The Vogt fractionation method is then used to 
condition the patient while he is in a drowsy, narco- 
hypnotic state. The patient is repeatedly hypnotized, 
awakened, and rehypnotized and taught to respond to 
some set code or conditioning, so that he will be hyp- 
notizable without the injection the next time. It is 
suggested that the patient’s eyes will close with the 
conditioning stimulus, word, or words, and I find it 
helpful when using gravitation technic to ask the patient 
to watch the fingernails of his hand as it goes down. 
The Vogt method and conditioning are not necessary 
when the drug agents are used by anesthesiologists. As 
reported by Raginsky** 25 to 80 per cent less anesthetic 
may be necessary. 

Pentobarbital, thiopental sodium, and amobarbital 
seem to be the best agents for intravenous use. I feel 
that the best of these as tested by the gravitation 
method is amobarbital. Dose ranges from 1% to 15 
grains intravenously, and 334 to 7% grains is usually 
adequate. One and one-half grains may be adequate 


Usually the patient should not be 
forced into the hypnotic state 


unless he is consciously willing 


if the patient has been premedicated with a phenothia- 
zine derivative. 

Intravenous azacyclonal (Frenquel) in doses up 
to 20 cc. appeared to be without effect as judged by the 
patient’s subjective response. Objective clinical obser- 
vations seemed to agree with the subjective response 
when comparison was made between azacyclonal given 
by the gravitation technic and barbiturates given in- 
travenously. 

Some effect was seen with intravenous promazine 
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(Sparine), but it did not seem as adequate as with the 
barbiturates. Hypotension must be guarded against 
when larger doses are used. 

Inhalation.—Inhalation methods are used only in- 
frequently in my practice, usually only when intrave- 
nous methods are not feasible or when there is not time 


... itis not always practical 
to obtain a hypnotic state in 


patients without artificial aid 


enough for intramuscular or oral medication to take 
effect. 

Trichlorethylene (Trilene), used in the Duke Uni- 
versity inhaler or some similar container, seems worthy 
of more clinical trial than I have given it. The inhaler 
is loaded with 15 cc. of liquid trichlorethylene. 

Open drop ether is used for some 2 to 5 minutes, 
until a hypnotic state is produced, and is then stopped. 
Although this method is recommended in the litera- 
ture** as giving a desirable emotional response and 
abreaction, there are a great number of practical dis- 
advantages including the need for an empty stomach, 
premedication with atropine, scopolamine, or similar 
agents, and great excitement on the part of the patient 
which may necessitate help to restrain him. 

A mixture of 30 per cent carbon dioxide and 70 
per cent oxygen in a special machine as advocated by 
Meduna*’ may be used to produce an anesthetic effect 
from the carbon dioxide. Although eight to twelve res- 
pirations are supposed to suffice, the writer has often 
had to use many more respirations in resistant pa- 
tients, and this method did not seem too successful in 
the limited use it has had in his hands. 

Nitrous oxide in a ratio of 45 per cent gas to air, 
preferably regulated by the patient and requiring about 
twenty inhalations, is a method many dentists highly 
recommend. 

Arousal and Posthypnotic Methods.—Analeptic 
agents and sympathomimetic drugs used intravenously 
can help counteract any drowsiness produced by the 
-previously used drugs and help increase the effective- 
ness of the posthypnotic suggestions. Among these 
agents are: d-desoxyephedrine hydrochloride, 1 to 
3 cc. ; caffeine and sodium benzoate, 7% grains or 2 cc.; 
pentylenetetrazol (Metrazol), ™% to 3 grains; and 
methyl-phenidylacetate hydrochloride (Ritalin), 1 to 
3 cc. (Intravenous Ritalin is available for investiga- 
tional purposes only. ) 


Summary 


1. Methods for the integration of psychopharma- 
cologic measures and hypnotherapy have been de- 
scribed. 

2. Indications, contraindications, and possible 
dangers of the use of these methods in the production 
of the hypnotic state have been discussed. 

3. The literature has been reviewed for more re- 
cent uses of hypnotism in anesthesiology and surgery, 
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including oral surgery, orthopedics, burns, physical 
medicine, internal medicine ‘and general practice, der- 
matology, and obstetrics. 

4. An original research method has been de- 
scribed whereby a number of pharmacologic agents 
can be tested fairly objectively for their ability to help 
produce hypnotism. Those agents surveyed by this 
method and similar methods have been compared and 
evaluated. Some properties of the various drugs used, 
their advantages, and their disadvantages have been 
described. 
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UTERINE 
CURET TAGE 


A statistical 

evaluation covering 

a 10-year period in 

Flint Osteopathic Hospital* 


ALLEN B. CORBETT, D.O. 
Flint, Michigan 


I HIS STUDY WAS undertaken for the pur- 
pose of evaluating the effects of curettage of the uterus. 
A discussion of complications arising from curettage is 
included as well as my personal comments based on the 
findings revealed in this survey. 

We are all familiar with the statements: “Curet- 
tage interferes with future childbearing” and “Curet- 
tage is not the inoffensive procedure it is generally 
believed to be.” It is my purpose in the following de- 
scription and summary of this study to weigh each of 
these statements thoroughly in the light of my own 
experience. I have attempted to present a true picture 
and evaluation of uterine curettage in Flint Osteopathic 
Hospital. 

The records of all patients who had undergone 
curettage in Flint Osteopathic Hospital were reviewed. 
Statistics on 1,506 cases were amassed representing a 
period of 10 years (1946 to 1956). The age of the pa- 
tients ranged from 12 to 82 years. This age variance 
is one of several factors which makes it unfeasible to 
give the incidence of subsequent pregnancies as a per- 
centage. Therefore, any bearing upon fertility will be 
reported only in numbers. 

Curettage was performed only with the aid of a 
trained anesthetist. The diagnosis of the pathologist 
was accepted as final. 

We are all aware that the terms defining the physi- 
ologic states of the endometrium are often confusing. 
Also, these findings were reported by seven patholo- 
gists from three laboratories. Since the records studied 
did not make clear the phase of the menstrual cycle of 
the patient at the time of curettage, the following classi- 
fication was accepted :* 


*Presented at the annual meeting of the American College of Osteo- 
pathic Obstetricians and Gynecologists, Philadelphia, February 18, 1957. 
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TABLE I.—CLASSIFICATION OF STATE OF ENDOMETRIAL 
TISSUE REMOVED BY CURETTAGE 


Normal endometrium 
Postmenstruation 
Postmenstrual phase 
Resting phase 
Regenerating phase 
Proliferative phase 
Premenstruation 
Premenstrual phase 
Progestational phase 
Secretory phase 
Physiologic hyperplasia 
Differentiative 
Predecidual 
Progravid 
Postmenopause (senile atrophy) 
Abnormal (Swiss cheese) endometrium 
Hyperplasia 
Atypical hyperplasia 
Cystic endometrium 
Hypertrophic cystic endometritis 
Atypical cystic endometritis 
Nonphysiologic hyperplasia 
Static hyperplasia due to hormonal influence 
Hypoplasia of the endometrium due to hypo- 
ovarian activity 


All inflammatory changes were considered as path- 
ologic and classified as acute endometritis or chronic 
endometritis. All decidual reactions were classified as 
always being associated with either normal uterine or 
extrauterine pregnancy. The decidual reaction was re- 
ported when the stromal cells of the endometrium were 
filled with glycogen and there was compression of 
glandular epithelium with or without invading tropho- 
blasts.” 

On the basis of the statistical material contained 
in Table II, I will endeavor to draw some infer- 
ences as to the status of curettage in Flint Osteopathic 
Hospital. The percentage of normal tissue specimens 
reported by the pathologists in this study compares 
favorably with the series reported by Benson and 
Miller.* Fifty-one per cent of their reported cases of 
abnormal bleeding had normal endometria in either 
the secretory phase or the proliferative phase. The 
finding of normal endometria in 366 of the 1,506 cases 
in this series (approximately 20 per cent) compares 
favorably with their study. This survey included a 
number of cases in which dilatation and curettage were 
done for sterility study. 

In order to discuss prudently the findings disclosed 
in this survey it is necessary to enumerate the complica- 
tions arising as a result of curettage. Probably the 
most common complication is perforation. An absolute 
criterion was not established for perforation but the 
diagnosis of perforation was accepted if it was clinical- 
ly evident. Nine perforations occurred and were classi- 
fied as follows: 


Evident perforation (conservative treatment with 
prompt recovery, no free air under diaphragm) 4 
Suspected perforation with immediate laparot- 
omy 
Abdominal surgery within 24 hours following 
curettage 1 
Abdominal surgery within 2 hours following cu- 
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rettage with extensive hemorrhage into the 
broad ligament 
Perforation accompanied by bacteremia 
Conservative treatment followed by cul de sac 
abscess with copious drainage through punc- 
ture wound in cul de sac (patient febrile for 
3 weeks) 


TABLE II.—PATHOLOGIC DIAGNOSES MADE IN THE 
1,506 CASES. 


Number 


Diagnosis 


Normal endometrium (including all phases of the 
menstrual cycle) 366 
Incomplete abortions: acute deciduitis, retained 
secundinae, placental fragments (all postgravid 
states) 
No report, no diagnosis, diagnosis of a blood clot... 
Hydatidiform mole 
Chorionepithelioma 
Adenocarcinoma of the uterus 
Squamous cell adenocarcinoma 
Adenoacanthoma 
Carcinoma of the cervix 
Epidermoid carcinoma of the cervix ................. 
Epidermoid carcinoma in situ . 
Leiomyosarcoma of the uterus 
Chronic endometritis 
Acute endometritis 
Endometrial hyperplasia 
Atypical hyperplasia 
Hyperplasia due to ovarian stimulation 
Hypoplasia due to hypo-ovarian function 
Adenoma of the endometrium (tumor) 
Polyp of the endometrium (inflammatory) 
Endometrial dysfunction 
Cervical polyp 
Necrosis of the endometrium .. 
Inconclusive pathologic diagnosis (early charts)... 
Endocervical fibroid 
Chronic granulomatous inflammation (probably 
endometrial ) 
Nabothian cyst 
Leukoplakia of the cervix 
Submucous leiomyoma 
Atrophy of the endometrium 
Cervical erosion .... 


In another series,‘ 40 perforations occurred in the 
3,632 cases reported. The ratio of complication through 
perforation to the number of cases, which is 9 to 
1,506 in this series, compares most favorably with the 
ratio of 40 to 3,632 in the other survey. 

In an effort to ascertain the effects of curettage on 
reproduction, data were collected on 304 women who 
were curetted during the 5-year period from September 
1946 to September 1951. The ages of this group ranged 
from 19 years through 41 years—well within the child- 
bearing period. Members of this group conceived and 
carried to term a total of 129 viable infants. No at- 
tempt has been made to correlate this information with 
any established reports. 

Since this study concerned patients no longer under 
treatment, and many unknown factors existed, no defi- 
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nite conclusions can be reached ; but it does suggest that 
curettage does not interfere with reproduction. Pro- 
gressive studies in a controlled series would be more 
revealing. 

Synechia of the corpus uteri was not found in this 
study. In a discussion of its absence at the Flint Osteo- 
pathic Hospital, the pathologist stated that he has yet 
to see evidence of luminary adhesions of the uterine 
corpus. Asherman’ reported a series of 82 cases of this 
condition over a 4-year period. 

Uterine bleeding is often a manifestation of sys- 
temic disease. One patient was subjected to diagnostic 
curettage because of the abrupt onset of copious uterine 
bleeding persisting for several days. The onset of the 
bleeding was simultaneous with other signs and symp- 
toms later attributed to acute hepatitis. In this particu- 
lar case, the bleeding was due to constitutional factors 
resulting from the hepatitis, and the pathologic diag- 
nosis was normal endometrium. 

Carcinomatosis arising from a primary lesion of 
the breast was the indication for the only case of thera- 
peutic abortion terminating with dilatation and cu- 
rettage. 

There were two deaths in this series. One occurred 
2 hours after operation and was attributed to cardiac ar- 
rest. The other death was caused by chorionepithelioma. 

Four cases of decidual reaction following dilata- 
tion and curettage were later proved to be ectopic preg- 
nancies. These four were treated. There may have 
been others of which we have no record. 

In 1 case of this series hysterectomy was per- 
formed within a half hour following attempted dilata- 
tion and curettage for incomplete abortion. This change 
in procedure was deemed necessary because of hemor- 
rhage after extraction of placental tissue. The extrac- 
tion of the placental remnants exposed a necrotic area 
containing a large ruptured vein. Apparently the abor- 
tion was caused by a low placental implant. The pathol- 
ogist’s report confirmed the clinical impression. 

In 7 cases, hemorrhage persisted after curettage. 
The surgical procedure was repeated within a few hours 
or several days. In each case, remaining placental tissue 
was found. Definite steps have been taken to insure 
more thorough curettage. Early in this series, curettage 
was performed almost exclusively by the general sur- 
geon. During the later years, general practitioners with 
a special interest in gynecology have been permitted 
this privilege. In order to insure complete evacuation 
of the uterine cavity, many surgeons have adopted a 
procedure which requires that two physicians curette 
the uterus. As a result, no patient has required subse- 
quent curettage. 

The youngest patient in whom malignancy was 
diagnosed was 17 years of age. Following the diagnosis 
of adenocarcinoma of the uterus by curettage, the pa- 
tient was submitted to radical hysterectomy with sal- 
pingo-oophorectomy. This individual is now 20 years 
of age, and to date there has been no evidence of recur- 
rence. 

It was interesting to note an increased incidence of 
endometrial polyps in the past 4 years. During this 
period the technic of probing the uterine cavity at 
various levels with either a sponge forceps or a quarter- 
curve Randall kidney stone forceps has been employed 
even though the dilatation and curettage have been most 
diligently carried out. The value of this procedure was 
borne out in the case of a 78-year-old woman who had 
a polyp removed from the corpus uteri with a Randall 
kidney stone forceps after thorough curettage had been 
performed. The pathologic diagnosis was adenocarci- 
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noma. The polyp would have been missed if the uterus 
had not been probed. 

Rapport between surgeon and pathologist is essen- 
tial. All uterine scrapings are carefully preserved and 
identified with gynecologic notations when the specimen 
is sent to the laboratory. This is the responsibility of 
the surgeon. Obviously, the clinician cannot always ar- 
rive at the correct diagnosis, and the most competent 
pathologist realizes the futility of attempting a defini- 
tive diagnosis without adequate clinical data. It is im- 
perative that the gynecologist, surgeon, and pathologist 
combine their efforts in the care of the patient with 
recurrent uterine bleeding. Following each dilatation 
and curettage a thorough review must be made of all 
previous findings as well as diligent comparison be- 
tween previous pathology slides and those obtained 
from the current admission. This is particularly im- 
portant in cases of bleeding associated with endometrial 
hyperplasia. 


Comments 


It is wise always to palpate and delineate the uterus 
for position, size, and mobility before instrumentation. 
Careful digital examination of the adnexa may be help- 
ful in diagnosing an ectopic gestation. 

A sharp tenaculum should not be applied to the 
cervix. A straight sponge stick should be used. Diag- 
nostic dilatation and curettage in a patient with an 
elongated rigid cervix, however, may be impractical 
without a tenaculum. 

Perforations can occur. The following principles 
are important in the proper management of this prob- 
lem: In suspected perforation the other quadrants of 
the uterine cavity should be probed in order to differen- 
tiate between perforation and acute relaxation of the 
uterus. In confirmed perforation the patient should be 
watched carefully for signs of hemorrhage and infec- 
tion. The curette should be removed and not replaced, 
and the curette should be examined for tissue. If a 
“little” omentum is present it is not disastrous. If a 
“little” bowel is present it is very serious. Preparation 
should be made for immediate abdominal operation.® 

Infection is a possibility which requires careful at- 
tention. It is the policy at Flint Osteopathic Hospital to 
treat the infection before the uterus is entered, and not 
to curette an infected uterus until the patient has been 
afebrile for 48 hours. After 48 hours, the uterus is 
emptied gently. If there is severe hemorrhage it may 
be necessary to curette the uterus even though infection 
is present. 

It has become almost routine to curette all uteri 
following abortion in the first 12 weeks of gestation. 
The incidence of complications in first trimester abor- 
tion has been minimal. The pilot study regarding fer- 
tility has supported the belief that surgical curettage as 
such does not contribute to sterility. Caution should be 
used in the application of, antiseptic solutions in the 
uterine cavity. 

The extraordinary freqiiency of sterility following abor- 
tions is usually the result of mild inflammatory disease of the 
tubes. Sometimes intrauterine application of iodine or other 
antiseptics is responsible for the closure of the tubes. If one 
insists on its use, the gauze soaked in it should be thoroughly 
squeezed out so that no antiseptic is forced by violent uterine 
contractions past the tubouterine sphincter. However, it is bet- 
ter to dispense with the intrauterine application of antiseptics." 


Intravenous Pitocin administered 5 minutes before 
curettage is advisable. It has become routine to probe 
the uterine cavity with an ovum forceps should cervical 
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dilatation permit. Should the dilatation be inadequate 
for admission of an ovum forceps, a quarter-curve 
Randall kidney stone forceps may, be substituted. The 
forceps is opened and closed at various levels of the 
cavity. This procedure has proved effective in remov- 
ing polyps of the endometrium which have been missed 
with the curette.® 

It is imperative that the surgeon identify all tissue 
and see that it is labeled accurately. Identification 
should show the source of the tissue—endocervical, cer- 
vical, or endometrial—as well as pertinent clinical nota- 
tions which aid materially in establishing a definite 
diagnosis. 

In all suspected ectopic gestations, accurate identi- 
fication of filaments of placental tissue is imperative. 
Decidual reactions of the endometrium are common 
findings in extrauterine gestation. 

It is recommended that the surgeon avoid any 
scrubbing action with the curette. This may lead to 
perforation, provided there is any weakness in the 
uterine wall due to either necrosis of a fibroid tumor or 
the presence of a malignant growth. 

Endometrial hyperplasia may disappear spontane- 
ously. Carcinoma may exist without hyperplasia, but 
more often endometrial carcinoma will arise in the 
presence of endometrial hyperplasia. 


Conclusion 


A compilation of statistics relative to curettage of 
the uterus has been presented. We at Flint Osteopathic 
Hospital definitely feel that curettage is of real value 
in diagnosis and treatment. It is up to us as obstetri- 
cians and gynecologists to insist that high standards in 
all gynecologic and surgical procedures be maintained 
and adequate follow-up care be given so that each pa- 


tient will receive the consideration she so justly deserves. 
G-3530 S. Saginaw St. 
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Gastric surgery 


> Although gastric operations are safer than 
they used to be, one should not be misled by the 
published reports. Most of the reported cases in 
which gastric resection or other gastric operations 
have been performed are series of cases in which 
the authors have had good luck. The cases in 
which the luck has been bad are not so likely to be 
reported. Most surgeons who report such series 
have had wide experience in gastric surgery. 
When one reads a report of 100 consecutive gastric 
resections without a death, he should realize that 
. . . the statistics are based on carefully selected 
cases.—George W. Crile, Jr.. M.D., Postgraduate 
Medicine, October 1957. 
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Pantothenyl alcohol in 


ADYNAMIC ILEUS 


JAMES D. EDWARDS, D.O. 
Tulsa, Oklahoma 


; ILEUS is a Clinical entity that in- 


duces increased morbidity and at times mortality. This 
situation of intestinal atonia with retained flatus, fluids, 
and electrolytes may occur after any surgical procedure. 
It has a tendency to follow long periods of anesthesia, 
ruptured viscus, pyogenic states of the peritoneum, 
compression fractrre, or fractured hip in the elderly, 
and to be a part of the burn or crush syndrome. This 
situation has been a very distressing complication of 
routine postsurgical or general medical care and has 
generally required intensive therapy for resumption of 
normal bowel action. 

Therapy in the past has included cholinergic agents, 
primarily Prostigmin. Agents such as Pitressin have 
been used with variable degrees of success. In conjunc- 
tion with these agents the return flow enema or Harris 
flush and colon tubes have been utilized. However, the 
majority of patients have not responded to this type of 
treatment, and in most instances it has been necessary to 

. use gastric suction and intestinal intubation with Miller- 

Abbott or Cantor tubes. However, intubation carries 
with it the dangers of electrolyte imbalance and necessi- 
tates a careful day-to-day re-evaluation of the patient 
and the necessary measures for fluid and electrolyte re- 
placement. Consequently, ileus calls for rather complex 
therapy and close observation by the physician, and 
causes much discomfort and stress to the patient. In ad- 
dition to this, there has been a certain proportion of 
cases that responded to none of the above mentioned 
measures and followed a steady downhill course to 
death. 

Recently, however, a new therapeutic agent, panto- 
thenyl alcohol, the water soluble product of pantothenic 
acid, has been advocated for adynamic ileus. Panto- 
thenic acid has long been a more or less unknown factor 
in human nutrition and metabolism. Since its discovery 
in 1933 by Williams and his associates,’ little or no de- 
finitive knowledge of its metabolic effects was known 
until Lipman? demonstrated that it is the active principle 
of coenzyme A. It was then shown, as a direct out- 
growth of Lipman’s work, that pentothenic acid is in- 
volved in many acetylation reactions and is therefore 
possibly a factor in the formation of acetylcholine. In 
1944 Jurgens and Pfaltz* observed a definitive intestinal 
atonia in rats fed pantothenic acid-free diets. Since that 
time further knowledge of the physiologic effects of 
pantothenic acid in human nutrition and metabolism 
has been advanced by Bean and his associates.*-7 
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Following this experimentation several clinical 
trials of pantothenic acid in adynamic ileus were initiat- 
ed in widely separated parts of the world. To my 
knowledge, the first of these trials was made by 
Jacques* who reported 16 cases of paralytic ileus suc- 
cessfully treated with pantothenic acid. In 1953, Baner- 
ji? reported apparently excellent results in 19 cases of 
paralytic ileus which had not responded to any other 
therapy. In the same year Felten’® stated that expulsion 
of flatus often occurred within 60 minutes following 
administration of pantothenic acid. Further work was 
performed by Sclausero™ and Orecchia’ in Italy, and 
by Warlitz™® in Germany. Orecchia successfully used 
pantothenic acid prophylatically in ileus. 


Materials and methods 


The product used in this study is pantothenyl alco- 
hol (Ilopan)* which is identical with pantothenic acid, 
except that the carboxyl group is reduced to a primary 
alcohol group and is therefore freely soluble in water. 
This product is supplied in a solution containing 250 
mg. per cc. For this trial an average dose of 500 mg. 
was utilized. 

In the first of the 21 cases reported in this study, 
pantothenyl alcohol was utilized in severe postsurgical 
states that either did not respond to the usual modes of 
therapy, or were not expected to respond. In those not 
expected to respond, pantothenyl alcohol therapy was 
initiated on a prophylactic basis. In the cases seen 
later in the study, utilization on a purely prophylactic 
basis was undertaken. The medication was given by 
the intramuscular route only, usually every 6 hours. 
No control studies were made. 


Report of typical cases 


Case 1. A 77-year-old man was admitted with 
chief complaint of severe generalized abdominal tender- 
ness. Examination disclosed rebound tenderness, sep- 
tic fever, marked leukocytosis, and clinical and roent- 
genographic evidence of adynamic ileus. The patient 
was taken to surgery with a preoperative diagnosis of 
empyema of the gallbladder with rupture and general- 
ized peritonitis. At surgery, a large subdiaphragmatic 
abscess that had ruptured into the peritoneum and 
peritonitis were found. The gallbladder was removed, 
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and the abdomen drained. Surgical and laboratory evi- 
dence of toxic hepatitis was found, and this patient’s 
case was further complicated by diabetes mellitus. 
Pantothenyl alcohol therapy was initiated prior to sur- 
gery on a dosage schedule of 500 mg. every 12 hours 
and was continued for 5 days. Prostigmin was also 
given. Following surgery, no evidence of adynamic 
ileus developed, no intubation was necessary, and the 
patient made an uneventful recovery, with the excep- 
tion of the effects of the hepatitis and a severe hypo- 
chloremic alkalosis which was present at the time of 
hospitalization. 

Case 2. A 31-year-old woman was admitted for 
emergency operation with a diagnosis of acute appendi- 
citis with possible rupture. Adynamia was present at 
time of entry. Surgical exploration showed acute pelvic 
inflammatory disease with periappendicitis and gross 
purulent intestinal soilage. Prostigmin was ineffective 
against the adynamic ileus. Pantothenyl alcohol therapy 
was initiated on the second postoperative day, 500 mg. 


every 6 hours for a total of 6 doses. The results were 
excellent and no intubation was necessary. Following 
intensive antibiotic therapy the patient was dismissed 
on the thirteenth hospital day. 

Case 3. A 40-year-old woman was admitted with 
mechanical bowel obstruction due to intestinal adhe- 
sions. Approximately 70 cm. of gangrenous ileum was 
removed with side-to-side anastomosis. A Levin tube 
was passed at operation. Adynamic ileus developed on 
the first postsurgical day. A Miller-Abbott tube was 
passed on the third postsurgical day, but it was found 
impossible to pass it beyond the pyloric valve. Prostig- 
min and other therapeutic modalities failed. On the 
fourth postoperative day, pantothenyl alcohol therapy 
was initiated, 500 mg. every 6 hours for 8 doses. Evi- 
dence of normal bowel activity was achieved within 24 
hours. Remainder of the hospital course was unevent- 
ful and the patient was dismissed on the thirteenth day. 

Case 4. A 55-year-old woman was admitted for 
emergency operation for ruptured gangrenous appen- 


TABLE I—SUMMARY OF CASES 


Other 
therapy 
utilized 
Condition or surgery 5 Ge Results 
subdiaphragmatic M 77 Entry X Entry ql2 10 Excellent 
abscess 
2. Pelvic celluitis F Entry X 1 po Excellent 
3. Mechanical obstruction F 40 Ist po 4 po Zee Excellent 
with gangrenous ileum 
4. Ruptured appendix F 55 None Proph 2cc = ql2 4 Excellent 
5. Perforated duodenal ulcer M 42 ad X -X 3 po Zoe og 6. Good 
6. Adhesions, sigmoid colon F 70 Entry xX Entry 2ec qg6 12 Good 
with dynamic-adynamic ileus 
7. Intussusception F 6mo. _ Entry Entry lec 1 Died 5 hours 
after operation 
8. Ascending cholangiitis, M 70 3rd po =X 3 po 2cce q 6 9 
ruptured spleen at operation 
9. Right retrocolic abscess M 67 8th po X X 10 po 2c. Gg & «12 Very good 
10. Hysterectomy, anterior and F 43 Ist po 2 po 2cc Good 
posterior colporrhaphy 
11. Gallbladder rupture with F 75 Entry x Entry Zee -q'6 «3 Very good 
empyema ql2 4 
12. Carcinoma, colon, with M 78 Entry Surg 2g 6 8 Died 2nd 
dynamia, adynamia postoperative day 
13. Ruptured appendix F 51 Ist po X x 3 po Ice qi2 ~10 Excellent 
14. Portal cirrhosis, esophageal M 33 Ist po xX 1 po 2ec q6 30 Evisceratetl 5th 
varices, exploratory laparotomy postoperative day 
15. Suprapubic prostatectomy, M 90 Entry Entry 2c q6 6 Good 
fecal impaction prior to operation 
16. Ruptured diverticulitis with F 31 3rd_po 3 po Zee Gq 6-10 Good 
left colectomy 
17. Gallbladder rupture with F 68 Entry ae : Entry 2cc qg6 20 No operation ; died 
empyema 8th hospital day 
18. Gastric resection F 32 3rd_po 3 po 2c q6 8 Good 
19. Subdiaphragmatic abscess F 32 6th hd 6 hd 2c q6 6 Good 
20. Incarcerated ventral hernia F 47 x 2c. q 6.2 Eviscerated 4th 
with gangrenous ileum postoperative day 
21. Carcinoma of colon with M &6 Entry xX Entry Doe. aie. 8 Died 10 hours 


ruptured cecum 


po—postoperative day 
hd—hospital day 
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dix. Pantothenyl alcohol therapy was initiated follow- 
ing operation, 500 mg. every 12 hours for a total of 4 
doses. The patient made an unexpectedly uneventful 
recovery. Adynamic ileus did not develop and there 
was no need for narcotics postsurgically. She was dis- 
missed on the tenth hospital day. 

Case 5. A 42-year-old man was admitted with an 
anterior perforation of a duodenal ulcer with chemical 
peritonitis. On the second postoperative day there was 
evidence of both massive gastric retention, due to spastic 
and inflammatory obstruction, and adynamic ileus. The 
patient was placed on Ilopan therapy on the third post- 
operative day, 500 mg. every 6 hours for 4 doses, fol- 
lowed by 500 mg. every 12 hours for 6 doses. A Levin 
tube was passed, and constant suction was maintained. 
Anticholinergics were given, and fluid and electrolytes 
were replaced. Function of the pylorus was achieved 
on the fifth postoperative day, and there was no evi- 
dence of adynamic ileus by the morning of the fourth 
postoperative day. The patient was dismissed on the 
tenth postoperative day. 


Comment 


Judged by results of its utilization in 21 cases it 
would appear that pantothenyl alcohol is a useful agent 
in the treatment of adynamic ileus. It was not intended 
in this study to utilize it as the sole therapeutic agent. 
Consequently, it was utilized in combination with older 
established therapy in some cases. However, in cases 
that did not respond to the other modalities, including 
intestinal intubation, it appeared that Tlopan had a defi- 
nite effect upon reduction of morbidity and mortality 
in adynamic ileus. Because this study was not con- 
trolled, I believe that further use of Tlopan is necessary 


4 


In 1952, in the course of a systematic search among 
the phenothiazine derivatives for a new agent to com- 
bat surgical shock, a potent tranquilizing drug, chlor- 
promazine, was discovered. Since that time numerous 
drugs with similar psychiatric potential, have been de- 
veloped and are abundantly available in pharmacies 
throughout the country. In 19°56 alone, it has been 
estimated that billions of tranquilizing pills were swal- 
lowed by a gullible public in search of that elusive 
state of mind—freedom from anxiety, worry, and ten- 
sion. 

Properly administered by physicians with skill and 
experience in their indications and _ contraindications, 
these potent drugs can be most helpful as aids in psycho- 
therapeutics. 

The discovery and use of the tranquilizing drugs 
has been of great help in medical fields other than psy- 
chiatry. While search for more effective drugs to re- 
lieve the disorders of the mind is being conducted we can 
make good use of the tranquilizers now available. They 
can assist us in the care and treatment of persons whose 
physical ailments are accompanied by psychosomatic 
disturbances that interfere with treatment and recovery. 

A word of caution, however, must be given to all 
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Tranquilizing drugs and public health 


before a definite statenient can be made regarding its 
value. 


Summary 


Brief report has been made of 21 cases of adynamic 
ileus treated with pantothenyl alcohol. Historical data 
on the drug and its possible route of action have been 


presented. 
No side effects were noted. Apparently Ilopan 
exerted a definite effect upon reduction of morbidity 


and mortality in adynamic ileus. 
807 S. Denver Ave. 
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who prescribe and use tranquilizing drugs. Concern over 
the abuse of tranquilizing drugs has been expressed by 
the World Health Organization’s Committee on Addic- 
tion-Producing Drugs. Some observers, such as Dickel 
and Dixon, report that the dangers of abuse are more 
subtle and pervasive than the occasional skin rash and 
blood disturbance. These physicians are concerned with 
emotional and moral changes in the patient including his 
viewpoint on life; in addition, there may be the serious 
repercussions in the future to medicine and the whole 
structure of society. Too often, when normal persons 
need only comforting assurance and friendly advice for 
mild stress, worry or tension, they are given the latest 
or most popular tranquilizers. When the drug produces 
depression or other untoward emotional symptoms, harm 
has actually been done when simple psychotherapy would 
have solved the initial problem of human relations. 

Over-treatment can be far worse than under-treat- 
ment. Let us repeat that tranquilizing drugs do not pro- 
vide a cure for any specific disease. They do, however, 
serve importantly in an adjunct role to the physician who 
is skilled in combining just the right amount and kind 
of tranquilizing drugs with the other therapeutic agents 
at his command.—Herman E. Hilleboe, M.D., Health 
News, May 1957. 
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CASE REPORT 


Tetanus neonatorum 


MYRON D. JONES, D.O. 


Taint NEONATORUM, now a rare dis- 
ease, was once not so rare. Even as late as 1929 it 
caused 15 per cent of infant deaths in Calcutta.* It has 
occurred twice in my own practice, with one death. 


Etiology 


The portal of entry in the newborn is the umbili- 
cal stump, which can be contaminated by unclean hands, 
surgical instruments, or dressings. The infecting or- 
ganism is Clostridium tetani which “may result in no 
disease, may produce overwhelming and immediate 
symptoms, or . . . may lie dormant in normal tissues 
until trauma or necrosis permits activation.” There are 
ten different strains of Clostridium tetani with differing 
virulence. 

It is estimated that the tetanus spore may be dis- 
covered in one of every four specimens of human 
feces, as well as in the soil, manure, and putrefying 
liquids.2, Ruminants and horses spread the organisms 
in their droppings. 


Clinical manifestations 


Symptoms usually appear at the end of the first 
week—the “seven day sickness.” First there will be 
twitchings, screaming, and feeding difficulty due to 
trismus. Convulsions may be the first sign, followed 
by arching of the spine, rigidity of the masseter 
muscles, stiff neck, and other signs of cerebral irrita- 
tion. A loud noise or routine handling of the baby 
may initiate an attack. Between attacks there is wrin- 
kling of the forehead, staring expression of the eyes, 
and either a pursing of the lips or risus sardonicus.* 

The attacks may increase in frequency and inten- 
sity or may recur only on handling. As many as forty 
attacks an hour have been noted.? Spasms of the glottis 
will result in cyanosis, asphyxia, and death. Spasms of 
the thoracic muscles may lead to dyspnea, cyanosis, and 
inability to cry out while sphincteral spasm may cause 
retention of urine and feces.? 


Pathology 


Upon autopsy no specific lesion can be found. The 
umbilical cord usually appears inflamed ; however, this 
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Kansas City, Missouri 


may heal or there will be no demonstrable lesion. The 
degenerative changes and cloudy swelling found in 
the medullary nerve fibers of the brain and cord, as 
well as other organs, do not differ from changes found 
in other toxic or febrile diseases.2, Upon recovery there 
is complete resolution of all involved tissue, hence no 
sequelae. : 


Prognosis 


The prognosis can be determined to a large extent 
by the length of the incubation period. The shorter 
the incubation period the greater the morbidity and 
mortality. The rapidity of onset of symptoms is related 
in like manner to morbidity and mortality.? 

The over-all mortality in tetanus is 41 per cent but 
only rarely does the newborn patient survive.t One 
authority’ says, “Recovery is unusual.” 


Treatment 


Prophylaxis.—Absolutely aseptic technic should 
be followed in dressing the cord of the newborn. Since 
one in four human intestinal tracts contains the organ- 
ism of tetanus, the danger of infecting surgical wounds 
and specifically that of the umbilical cord can be ap- 
preciated. Since the spore can be transported to the 
wound by dust, delivery rooms should be protected by 
proper insulation, and 5,000 units of antitoxin should 
be given soon after birth to a child born during a dust 
storm. 

Active Treatment.—The patient with tetanus is 
treated with antitetanus serum, antibiotics, and seda- 
tives. Vinnard? says, 


Early strenuous therapy is the key to the successful treat- 
ment of tetanus. Every case presenting trismus should be re- 
garded as tetanus until proved otherwise. It is far better to 
treat several cases of suspected early tetanus expectantly with 
large doses of antitoxin, even though the diagnosis may never 
be definitely proven, than it is to let one case of tetanus develop 
while waiting for definite evidence of this disease. 


Antitetanus Serum.—After the patient is treated 
for sensitivity, the serum should be given intravenously 
and intramuscularly. The dose should be large. In 
Vinnard’s series,? patients responded best to 40,000 to 
60,000 units intravenously and 40,000 intramuscularly ; 
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larger and smaller doses were attended by a higher 
mortality. Each day additional serum was given in 
amounts of 10,000 to 40,000 units, intramuscularly. 


Antibiotics.—Antibiotics will have no direct action 
on tetanus bacilli, but do prevent complicating broncho- 
pneumonia and should be given in every case.” Sul- 
fonamides or penicillin are the prophylactic agents of 
choice.® 


Report of case 


On June 27, 1954, a physician from a rural area 
reported that a male baby he had delivered 6 days 
previously was unable to nurse because of lockjaw. | 
suggested that tetanus was a definite possibility and 
that antitoxin should be given immediately. However, 
it was 24 hours before the infant entered our hospital. 

Upon admission the baby’s mouth was shut tight 
and could not be opened even with force. The lips 
were pursed, and the baby wore a frown. Opisthotonos 
was present, and the fists were clenched tightly. Two 
hours after sedation a recheck showed a relaxed baby 
whose mouth could be opened. The temperature was 
101.6 F. Attacks occurred six to eight times daily and 
lasted for 30 to 90 minutes, alternating with periods of 
relative normalcy of like duration. Hemoglobin was 
15.6 grams. Blood count showed 4,081,000 erythrocytes 
and 17,400 leukocytes (56 per cent segmented neutro- 
phils, 42 per cent lymphocytes, and 2 per cent mono- 
cytes). A roentgenogram of the chest was negative. 
There was a purulent discharge from the inflamed 
umbilicus. 

Tetanus antitoxin was given, 40,000 units intra- 
venously and 20,000 units intramuscularly, and the 
room was darkened and kept as quiet as possible. Peni- 
cillin, 200,000 units, with dihydrosteptomycin, 100 mg., 
was given twice a day. Nembutal suppository, % grain, 
was given rectally twice a day. Oxygen, 4 liters, was 
administered continuously. 

The next day the baby seemed slightly less rigid, 
and the temperature was 98.6 F, but on the third hos- 
pital day there was a return of the rigidity with some 
dysphagia. By evening mealtime, however, there was 
relaxation of masseter muscles with normal swallowing. 
The back and neck were still rigid. 

On the fifth hospital day the temperature rose to 
103.6 F. and the pulse to 150. Since the Midwest was 
in a heat wave, this temperature elevation was thought 


a TABLE I—TETANUS ANTOXIN DOSAGE 

Units Units 
Day intravenously intramuscularly 
Ist 40,000 20,000 
2nd 20,000 40,000 
3rd 40,000 
4th 40,000 
5th 40,000 
6th 40,000 
7th 20,000 
: 8th 20,000 


to be caused by dehydration. Ringer’s solution, 100 
cc. in 2% per cent dextrose, was given subcutaneously, 
and by morning the infant’s temperature returned to 
normal. 

The attacks continued to occur at the rate of six to 
eight daily until the eighth day when there was a 
gradual lessening of their intensity and frequency. 

On the sixth day diarrhea developed for which 1 
dram of Kaopectate was given every 2 hours. Desitin 
ointment was applied to the excoriated buttocks. 

Penicillin and streptomycin were discontinued on 
the twelfth day. 

On the ninth day the baby was eating well and 
rigidity was barely noticeable. Thereafter improvement 
was rapid, and the infant was discharged in normal 


condition on the fourteenth day. 
926 E. 11th St. 
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> Of the problems presented to the clinical neurologist, 
the evaluation and treatment of chronic pain syndromes 
is one of the most frequent and often the most difficult. 
This is in large part due to the variations in subjective 
response to pain and to the incomplete understanding 
there is regarding the underlying and psychological mech- 
anisms concerning pain. 

While there has been a great deal published con- 
cerning pain and pain mechanisms, it is my experience 
that so far as treatment is concerned there is not much 
material available that will help the clinician in the man- 
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Chronic intolerable pain 


agement of a particular case unless it fits into the cate- 
gory of conditions in which neurosurgical intervention is 
beneficial, such as trigeminal neuralgia, causalgia, and 
intractable pain due to irreversible organic states, which 
may often be relieved by chordotomy or frontal lobotomy. 
Too often patients with intractable pain of indefinite 
cause are considered, sometimes in desperation, for lobot- 
omy before other types of treatment have been adequate- 
ly tried—Karl O. Von Hagen, M.D., The Journal of 
the American Medical Association, October 19, 1957. 
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Physical medicine 


in osteopathy 


“The first endowed chair of physical medicine and 
rehabilitation in a medical school has been set up at 
the New York University School of Medicine.” Thus 
the October JouRNAL introduced a brief comment in 
which it termed establishment of the chair a “signifi- 
cant and forward move in modern medicine . . . of 
special interest to osteopathy.” Little note was made 
elsewhere in the medical press of the nation of this 
recent gift of $500,000, to be augmented by the income 
from a $1,000,000 endowment fund for medical train- 
ing and teaching in the field of physical medicine. The 
New York Times carried a column-length account of 
the bestowal—revelatory of that newspaper’s perspi- 
cacity in medical matters. 

Two small groups of JouRNAL readers may deny 
that the happening is one of special interest to osteop- 
athy, disclaiming it from opposite poles. There are 
those who see any attempt to relate the practice of 
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osteopathy to the specialty of physical medicine and 
rehabilitation as a subtle means of confining osteopathic 
medicine to the technics of manipulation and physio- 
therapy. Others would have none of physical medicine 
because they view the specialty as an equally subtle 
method of doing away with osteopathy and osteopathic 
technics by confining both within physical medicine! 

Then there are the majority of doctors of osteop- 
athy who, like doctors of medicine, would shrug off the 
specialty. To this group of practitioners in both pro- 
fessions, the specialty of physical medicine and reha- 
bilitation seems of little moment. To them physical 
medicine is merely a fancy name for a nondescript 
miscellany of physical modalities; rehabilitation is 
largely a method of special exercises by which disabled 
persons are encouraged to attempt muscular activities 
which they have lost the will to undertake. Many 
specialists in fields other than P.M. and R. are unaware 
of its widening scope and entirely disinterested in its 
destined role. 

Physical medicine in the profession of modern 
medicine (so-called ‘old-school’ medicine in contradis- 
tinction to the profession of osteopathy) has scarcely 
gotten off the ground in America despite the decade- 
long exploration instigated through the interests and 
efforts of Bernard Baruch. The medical profession, 
however, can be more readily excused from possessing 
a slight comprehension of physical medicine than can 
the osteopathic profession. Physical medicine and re- 
habilitation constitute even more of a minority move- 
ment within the total discipline of medicine than does 
the osteopathic movement itself, if the judgment is 
based on the influence each exerts. 

The field of modern medicine is as splotchy as 
a newly planted lawn of creeping bent, and far from 
possessing its potentiality of becoming a single carpet. 
Physical medicine is a clump—as yet another specialty 
with little ability to ‘layer’ itself. Modern osteopathy is 
somewhat of the same general pattern as modern medi- 
cine except that specialties in osteopathic medicine may 
be unified in principle if not in their everyday approach 
to the problems of health and disease. Perhaps it is 
good that physical medicine in osteopathy has not begun 
to root, granting the exception of one osteopathic col- 
lege. Physical medicine, not physiotherapy with which 
it is not synonymous, is not a matter of agencies and 
modalities of treatment. Physical medicine seen in per- 
spective is conceptual medical thinking, and therein lies 
its strengths for osteopathy. 

The present-day danger to osteopathy is not that 
it will cut itself off in any way from modern medicine. 
Rather there is the danger that osteopathy will attempt 
to contain its own nature within that of modern medi- 
cine. If physical medicine in osteopathy is forced into 
the same etiological pattern it bears for modern medi- 
cine, it will become another specialized splotch in 
osteopathy as well as in medicine. 

Physical medicine conceived within its true scope 
as conceptual medical thinking has not yet been entirely 
corrupted, in the sense of unalterably limited, by the 
nature of modern medicine. One reason for this has 
been brought out indirectly in a JouRNAL article? in 


1. Rasch, P. J.: The need for research in physical medicine. J. Am. 
Osteop. A. 53:561-565, June 1954, 


213 


a 

| 
| 

= 


which it was established that physical medicine in its 
technical aspect is the oldest form of medical treatment, 
but one in which very little scientific research has been 
done. The technics of physical medicine continue to be 
largely empirical; their uses have not been predeter- 
mined as being entirely remedial and curative. Physical 
medicine is not yet in the position where it dares de- 
velop a philosophy. However, if it fails in this regard 
it will become so totally hamstrung that its stature 
will never grow beyond that of another agent in the 
armamentarium of modern medicine. Thus, the great 
danger to physical medicine is that it will never develop 
a philosophy and, as psychosomatic medicine has done, 
will become another neat, orderly, and carefully labeled 
pigeonhole. The nature of modern medicine is inimical 
to philosophy, as has been stated elsewhere.” 


Since physical medicine has not been entirely pre- 
empted by the profession of medicine, it shares both in 
scope and in approach, common ground with osteop- 
athy. The thoughtful reader will not infer from this 
analysis that osteopathy is conceived herein as synony- 
mous with physical medicine and rehabilitation or that 
the two phases of the continuum of medicine are iden- 
tical or that the one encompasses the other. It is to say 
that physical medicine historically and the osteopathic 
approach have a common habitat. Better than any 
other two groups, they have the capacity to understand 
each other. 


The fundamental issue before the profession is 
neither one of how to recover the golden age of osteo- 
pathic legend nor how to find the way that leads to an 
osteopathic or medical Utopia, but how best to work 
toward a solution of the problems of osteopathic medi- 
cine today as they arise within the total structure of 
medicine. Other issues are secondary to the osteopathic 
situation today and act as a subterfuge by which we 
escape facing reality. 

Our first move in facing reality is to get ourselves 
identified by reasonable people in language that they 
can understand. Osteopathy has been tragically ham- 
pered by its special language through which its own 
sectors have failed and fail today in great part to estab- 
lish intracommunication. We have encompassed so 
empirical a form of medical care as an osteopathic 
manipulative treatment within a jargon—meaningless 
to ourselves and others because it cannot be identified 
in the dictionary. We have been obsessed with the idea 
that we must be profound about osteopathic care on 
the assurance that to sound profound is to be scientific ! 
To the degree that this has been our position—to that 
degree we have failed to state the truth. 


Osteopathic manipulative treatment works and has 
worked for over 60 years. Experience preceded theory. 
Then theory overrode the actuality. Teachers and 
leaders in osteopathic education of an early day, placed 
in a position of defense, put theory into the saddle. The 
hard fact that osteopathy worked was subordinated to 
the problem of how and why it worked. An entire pro- 
fession got itself entangled in a mesh of words, and in 
some areas remains entangled. The mesh became a 
form of “higher foolishness,” to employ the telling 


2. Galdson, I.: The meaning of social medicine. Harvard University 
Press, Cambridge, Mass., 1954, p. 49. 
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phrase of David Starr Jordon in his book (1927) of 
that name. Words were turned into ammunition for 
use against osteopathy, largely by those economically 
and politically disturbed by competition. A special lan- 
guage remains a weapon still used against us with 
telling effect. We furnished the bullets when we were 
not willing to let osteopathy develop as so much of 
medicine has developed—by trial and error. Empiricism 
remains empiricism even though garbed in a pseudo- 
scientific language. Despite all pother to the contrary, 
modern medicine today continues to advance empiri- 
cally, weakest on purely scientific grounds. 

In the same way in which osteopathy is akin to 
medical empiricism, physical medicine is akin. Neither 
has established an adequate scientific base and neither 
osteopathic manipulative care nor the technics of physi- 
cal medicine are limited by a total etiological approach. 
The approach of physical medicine to the problems of 
health and disease is a possible foundation stone upon 
which the osteopathy of tomorrow can sustain itself 
while it works out its destiny and—what is much more 
immediate, hence important—gets itself understood to- 
day in its commitment to render an over-all health 
service to the people of America. Within the technics 
of osteopathic approach and those of physical medicine 
are tremendous strengths afforded by the emphasis of 
each upon the musculoskeletal system as a part of the 
primary machinery through which man expresses his 
life. If osteopathy continues to withdraw within itself, 
unwilling to contribute gladly the rich experiences that 
manipulative osteopathy has to offer, it will fail its own 
destiny and bind physical medicine for decades within 
the obvious limitations of a purely etiological medicine. 
Even more, by failing to contribute to physical medi- 
cine osteopathy may determine the end of its own use- 
fulness to society. 

It is for this reason that physical medicine in 
osteopathy holds forth a promise that it does not now 
hold for modern medicine. Physical medicine is inher- 
ent in osteopathy. To assume the converse and to fear 
that the part contains the whole is an absurdity. There 
is always the possibility that the tail may wag the dog, 
marking its death. It would have happened in osteop- 
athy if certain of its practitioners of an earlier day 
had had their way when they equated osteopathy with 
osteopathic manipulative technics. It can still happen 
in today’s osteopathic situation if we fail our challenges. 

Such is the reason why the Horowitz Chair of 
Physical Medicine and Rehabilitation in the New York 
University School of Medicine bears a significance far 
beyond the fact. The distance that modern medicine 
must cover before it can see the goal visualized by the 
Chair’s first incumbent, Dr. Howard A. Rusk, seems, 
at the moment, interminable. Yet, in the profession of 
medicine, this happening suggests that a start has been 
made toward true goals for physical medicine. The 
New York University project is evidence in a tangible 
and concrete form of the fact that there is a good rea- 
son to believe—as has been pointed out by an osteo- 
pathic leader—that ‘‘There are far more scientists doing 
fundamental research studies on musculoskeletal prob- 
lems [not under osteopathic auspices] than the total of 
osteopathic investigators to date.” 

There is still another side to the coin. And this on 
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the West Coast, not on the East; and in a college of 
osteopathy, not one of medicine. A rapidly increasing 
number of osteopathic physicians are becoming aware 
of the program of physical medicine and rehabilitation 
now under way at the College of Osteopathic Phy- 
sicians and Surgeons in Los Angeles. Those who keep 
abreast of the development of our six osteopathic col- 
leges, each with its particular strengths, know that 
C.O.P.S. is leading in P.M. and R., not only with a 
functioning program but in facilities for carrying out a 
much more complete program. The outline of the Col- 
lege’s well-financed research program can now be seen 
and understood by all who are interested in looking. 
There have also been established a 3-year fellowship 
and a 3-year residency in P.M. and R.; at present both 
positions are filled and additional applications are on 
file. 

It is an added fact of significance that the two 
projects in specialty training in physical medicine and 
rehabilitation—pioneer teaching projects East and 
West—are representative of the two healing art profes- 
sions. It is too much to ask that the New York Univer- 
sity College of Medicine project could be viewed as 
anything especially noteworthy by organized medicine. 
As another of the numberless facilities of the medical 
profession, it is rated as minor evidence of medicine’s 
stupendous achievements. But to osteopathy physical 
medicine represents an opportunity to make a contribu- 
tion of technics that is a reality, and those who have 
investigated the C.O.P.S. program detect in it educa- 
tional goals far beyond specialty training in the tradi- 
tional fields of medical practice. 

Two and a half years ago THE JOURNAL examined 
editorially, by means of a series of questions, the mean- 
ing of the program of physical medicine as a specialty 
within osteopathy. The answers given were com- 
pounded from many sources within the profession, and 
they suggested no sharp disagreement with the pro- 
ponents of P.M. and R. in osteopathy. On the other 
hand, the consultants gave little evidence that there 
was much discernment of the real relationship between 
the specialized technics of osteopathy and the less clear- 
ly defined technics of physical medicine. 

The 30 months that have slipped away since the 
examination of physical medicine within osteopathy 
have seen marked advances in the C.O.P.S. program. 
The $9,200,000 Osteopathic Unit of the Los Angeles 
County Hospital is well under way, planned to house 
an extensive department of physical medicine and re- 
habilitation. The new Rehabilitation Center of the Col- 
lege itself is nearing completion, financed in part 
through Hill-Burton grants. The American Osteopathic 
Board of Physical Medicine and Rehabilitation is or- 
ganized and functioning. Although a first certification 
achieved through the Board’s approved program awaits 
completion by the first candidate, individual doctors 
of osteopathy meeting the qualifications by virtue of 
interest, experience, and motivation have been certified 
under the grandfather clause. The American Osteo- 
pathic College of Physical Medicine is growing much 
too slowly, indicative of the fact that there is as yet no 
broad apperception of the meaning of physical medi- 
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cine for osteopathy among the great body of its doc- 
tors, a condition having its exact counterpart in the 
A.M.A. Academy of Physical Medicine. 

It was pointed out in the editorial study done in 
THE JouRNAL that there were osteopathic physicians 
who saw in the growth of physical medicine as a spe- 
cialty within osteopathy the wider development of 
osteopathic technics of manipulation to be applied gen- 
erally. It was also suggested that the Academy of 
Applied Osteopathy and the College of P.M. and R. 
could work closely together in the further evolution of 
osteopathic manipulative technics. It was pointed out 
that here were two agencies of the profession that 
might well profit by examining their common interests 
—the musculoskeletal machinery of the human body 
and the technics of handling its aberrations. With 
mutual gain to what and to whom? Not only to the 
specific functions of each of these two affiliated agencies 
but to the advancement of the osteopathic profession 
itself in enabling it to render better health care. Thus 
far rapport between the Academy and the College has 
been limited to a few individuals of each agency. What 
have been stressed and are restressed here are the advan- 
tages to be gained by organizational exploration. Until 
these two groups begin such a relationship, not only 
they but the profession is the loser. It should be pointed 
out that the Academy is by far the older organization. 
Logically, action would be expected to come from that 
body. 

The osteopathic profession has spread itself thin. 
Its next move must be one that moves toward a break- 
down of its divisibility and segmentation, not neces- 
sarily organization-wise, for agencies have their definite 
functions, but a move that speaks to the common prob- 
lems of the profession by an identification of the pur- 
poses of the profession with the great purposes of total 
medicine that themselves remain unidentified. 

The osteopathic situation demands that all the pro- 
fession’s agencies put aside their suspicions, the first 
concern of one to pre-empt the other, and to meet the 
challenges thrown down to osteopathy itself by the 
public. 

Physical medicine in osteopathy as is now being 
developed in one of our colleges is becoming a note- 
worthy contribution toward making clear the relation- 
ship of osteopathic manipulative technics to medical 
education under osteopathic auspices. Even more, sci- 
entists, osteopathic and medical educators, and all physi- 
cians may at last come to understand each other because 
they speak one language. 

This column has pointed out in other connections 
the particular worths of each of the osteopathic colleges. 
No one needs to apologize for its lacks nor become too 
prideful over its achievements. Much more cross-fer- 
tilization is needed within the six colleges just as it is 
needed from without. It is to be hoped that the physi- 
cal medicine and rehabilitation program of C.O.P.S. 
will draw within its aura of influence all other osteo- 
pathic colleges. This should occur, not to the intent of 
copying the C.O.P.S. program. Similar undertakings 
will develop in each of the osteopathic colleges as simi- 
lar chairs will be endowed in medical schools through 
the logic of events and the unfolding of medicine gen- 
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erally. The point here is that the C.O.P.S. program 
evaluated conceptionally—not merely for the worth of 
its training and technics—speaks to osteopathy today 
and in today’s language, to be understood by all groups 
concerned with meeting the health needs of human 
beings. 

Physical medicine has become a challenge to the 
osteopathic profession to contribute its knowledge, ex- 
perience, and wisdom gained through the years. Here 
is a stone which the builders have hitherto rejected. It 
could be put at the head of the column. Osteopathy is 
challenged to help place it there. It is additional evi- 
dence of the degree to which the accomplishment of our 
destined purpose is within our own direction. 


Influenza and osteopathic 
medicine—1918 and 1957 


GEORGE W. NORTHUP, D.O. 
Livingston, N. J. 


With the possible advent of a pandemic of influ- 
enza of the Asian type, the older members of the pro- 
fession are reminded of the reported experiences of 
many osteopathic physicians during the influenza pan- 
demic of 1918. However, available information tends 
to show that the expected outbreak in this country does 
not have the frightening potentialities of the 1918 ex- 
perience. The reported death rate for the Asian type of 
influenza is .005 per cent, while the death rate reported 
in the 1918 pandemic was from 5 to 6 per cent with a 
conservative estimate of 33 per cent of fatalities among 
patients who developed pneumonia. 

Of the osteopathic reports published after the 1918 
pandemic, that of R. Kendrick Smith, M.D., D.O., en- 
titled “One Hundred Thousand Cases of Influenza 
with a Death Rate One-Fortieth of That Officially Re- 
ported Under Conventional Medical Treatment,” is in 
many ways one of the most significant, and its signifi- 
cance is not lessened by the fact that it was presented 
before an old-school medical group, the American As- 
sociation of Clinical Research, at its annual convention 
on October 18, 1919. 

While admittedly lacking some of the refinements 
of present-day scientific reporting, Dr. Smith’s paper 
presents data of incontrovertible interest. He reported 
that the American Osteopathic Association had collected 
authenticated and detailed case histories from 2,445 
osteopathic physicians who had treated 110,120 cases of 
influenza with only 257 deaths, a mortality rate of only 
0.25 per cent. The death rate in influenza complicated 
by pneumonia was only 10 per cent under osteopathic 
management. 


With the advent of the “antibiotic age,” many of 
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the problems in the management of acute infectious 
diseases have been less than ever before in the history 
of medicine. However, there has not been dveloped 
any specific therapy to combat infection with the vari- 
ous influenza viruses—treatment remains much the 
same as it was in 1918. Vaccines have been developed 
which show definite progress toward a means of pre- 
vention, and the complications, especially pneumonia, 
have decreased under specific antibiotic therapy. 

In the management of conditions such as influenza, 
members of the osteopathic school of medicine have 
long believed that al/ of the vital resources of the body 
should be mobilized to combat disease processes which 
affect the health economy of man. It is the opinion of 
many that some of these vital resources may be reached 
through the application of manipulative therapy applied 
to the musculoskeletal system. In this regard, the words 
of J. Madison Taylor, M.D., in the lead article of the 
Boston Medical and Surgical Journal for October 9, 
1919, were quoted by Dr. Smith: 


The resources of medication, large as they are, must have 
limitations. These limitations in grave exigencies impress us 
with a despairing sense of inadequacy. Moreover, instances are 
met of vast harm wrought by lack of wisdom in the manner of 
their use. This harm is occasionally fatal. Fatalities from 
medication are, however, not confined to misuse, but to fatuous 
confidence in them which fails to be justified. 

Never did this scientific groping so impress me as during 
the recent epidemic of influenza. I was guilty myself. The 
guilt of others, however, struck me often with even greater 
force. Perhaps the fatal cases were hopeless when met. Per- 
haps we groped in a slough of ignorance. A larger proportion 
died than was justified. 

Whereas, sharing equally with most of these colleagues 
grave doubts as to the efficacy of some standard drugs in fullest 
dosage, also graver doubts as to the by-effects of those drugs, 
I am absolutely certain that the remedial procedures, reconstruc- 
tive or bio-kinetic measures employed, did no harm if perchance 
did no good. So much for squaring the account with my con- 
science. 

I postulate that: in striving to accomplish equilibration of 
the regulative energies in the cardiovascular cycle, vastly greater 
safety resides in agencies exerted from outside, by attempts at 
influencing reflex response, vasoconstriction, also eliciting vago- 
genic and sympathetic helpfulness, readily applied and released, 
than by introducing drugs into the economy which may keep 
on doing what they should not do, or fail to do what faith in 
the power of the unseen hopes they will do but don’t. 

I postulate further that: in the face of failures of drugs 
admitted candidly by such men as Victor H. Vaughan and a 
host of other authorities who relied largely on medication, or 
serum therapy, it is our duty to turn our attention to regulation 
applied upon the organism from without. 

No one has a right to condemn, deprecate, or deny efficacy 
to reputable measures until he has honestly and adequately sub- 
jected them to fair trial under fair conditions. In the imme- 
diate future much revision of bio-kinetic therapeutic measures 
must come about, and to the vast advantage of medical potential. 


It would seem that those words bear a striking relevance 
to the therapeutic problems of our times. 

Recent evidence that the management of acute in- 
fectious disease has not been completely solved by the 
“antibiotic tide” is to be found in an address made by 
Rene J. Dubos, at the Twenty-seventh Graduate. Fort- 
night of The New York Academy of Medicine on Oc- 
tober 18, 1954, in which he said: 


Ever since the formulation of the germ theory the empha- 
sis in the control of infectious diseases has been placed on a 
direct attack on the microbial parasites—by means of drugs, 
serums, vaccines, or public health measures. A new phase of 
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the germ theory may well unfold itself if it becomes possible 
to identify the metabolic factors which permit so many indi- 
viduals to harbor without manifestations of disease, microor- 
ganisms endowed with pathogenic potentialities. On the basis 
of this knowledge, it might some day become possible to design 
procedures of metabolic control that would help man live at 
peace with microbial agents. These, after all, constitute an in- 
escapable part of his biological environment. 


Therapeutic agents must rise or fall on their own 
merits, and words can neither establish them nor de- 
stroy them. Further, it is not the purpose of editorials 
in scientific publications, such as this JouRNAL, to 
propagandize a therapy. It is, however, within the 
purpose of JoURNAL editorials, as was done in the Oc- 
tober issue,? to remind the profession of its past expe- 
riences and to call to the attention of members of a 
responsible and mature school of medicine, their re- 
sponsibility to the publit to utilize all the skills which 
they have available in meeting an impending threat to 
the health of the people who seek their services. The 
spread of Asian influenza constitutes such a threat. 

This editorial cannot be closed better than with the 
concluding statement from last month’s editorial : 

In spite of the modern approach from prevention (through 
vaccine) to treatment of complicated cases (through antibiotic 
and chemotherapeutic drugs), the worth of osteopathic manipu- 
lative treatment must still be reckoned with in the total con- 
sideration of the problem still to develop. 


“Together for Health” 


A Comment by the President of the 
American Osteopathic Association 


CARL E. MORRISON, D.O. 


St. Cloud, Minnesota 


There are only a few short weeks between the 
time an A.O.A. President takes office and the beginning 
of his rounds of the fall divisional society conventions, 
specialty college meetings, and A.O.A. agency meet- 
ings held at the Central Office in Chicago. This trek is 
almost continuous throughout his year in office. Why 
does every A.O.A. President spend the Association’s 
money and his own time and energy in going about the 
country? An occasional D.O. thinks of these trips as 
an organizational junket and a waste and says so. 

I have felt for a long time—long before I came to 
the office—that there were two good reasons for these 
trips. First, the Association’s President must know how 
the profession as a whole thinks and feels about itself 
and its responsibilities. To find out he must come in 
touch, man to man, with hundreds of D.O.’s in their 
own communities scattered over the United States. In 
that way and in no other, he gets to know the osteo- 
pathic climate. Then he is ready to report to the chair- 
men of departments, bureaus, and committees, the agen- 
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cies that carry out the policies determined by the House 
of Delegates and the Board of Trustees. He is able to 
advise them that they are lagging behind the thinking 
of the profession, that they are too far ahead, or that, 
as an organized body, everyone is marching together. 

The second good reason for a President’s trips is 
to explain to the profession exactly what its national 
body is trying to accomplish in any one year. The 
President is both a receiving and a transmitting station. 
As such, I want to say that my experience so far has 
been a rewarding one. I have gained a new sense of 
pride in the osteopathic profession and the realization 
that community after community in America appre- 
ciates osteopathic services in meeting health needs. I 
have found that often a community appears to be more 
certain of the worth of its doctors and their institutions 
than they are themselves. 

Community interest and appreciation show through 
the radio and television time assigned everywhere to 
the A.O.A. President and through the full newspaper 
coverage of meetings he attends, and those who manage 
these communications media know what the people of 
a community want to see, hear about, or read about. I 
could not ask to have had a better chance to tell the 
osteopathic story than has been given me so far in my 
travels as the Association’s representative. 

Divisional society meetings everywhere are larger 
because of the attendance of more local doctors, more 
doctors from surrounding states, and more exhibitors. 
It was quite an experience recently to attend a state 
meeting where the number of D.O.’s registered was the 
highest—over a thousand—ever to attend a state con- 
vention. 

I recently attended the annual meeting of the Col- 
lege of Internists and listened to scientific programs of 
high quality. These doctors, like our other specialty 
groups, are serious-minded men, determined to be fully 
prepared to render the best possible service in their 
field. It is interesting to note that our specialty colleges 
are gaining recognition from outside our own group. 
Men of recognized caliber from without our profes- 
sion rarely hesitate to accept invitations to make their 
contribution to osteopathic programs, adding much to 
their educational worth. This is true of divisional so- 
ciety programs as well as specialty programs. State 
officials, leaders in public health, and doctors of medi- 
cine are found speaking alongside members of the os- 
teopathic profession because they believe that all of us 
should work together in an effort to promote the health 
and welfare of the people whose needs are their re- 
sponsibility. 

Within the last several weeks I have been asked 
where is my “President’s Angle,” the column that has 
appeared for the last 5 years in THE Forum. It gave 
me a good feeling that members of our profession want 
to know what their President is doing and thinking. 
And my failure to visit with Forum readers has not 
been due to neglect. The fact is that the editors of our 
publications gave me an enforced leave of absence from 
writing my “Angle” because of new plans for the peri- 
odicals. In the October JouRNAL, the A.O.A. Editor, 
in a statement, ‘““A Look Ahead at Official Publications,” 
pointed out that the continuing growth and development 
of the publications has necessitated a reassignment of 
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copy to THE Forum and to THE JourNaL. Among 
other changes, he said that “The President’s Angle” 
would be discontinued in Tue Forum and timely com- 
ments from the President would be published in THE 
JourNnaL. A new department is being set up to cover 
all A.O.A. activities, and the President’s messages will 
be fitted into that department. At this point I feel that 
I would have to be both blind and deaf if I did not gain 
enough from my experiences as President to have some- 
thing worth saying to you. 

In my first published word as President, my “Ac- 
ceptance Address” which appeared in the September 
Journat, I said that I believe that the remaining prob- 
lems of osteopathy as a healing art agency would be 
largely solved if we would but maintain “our faith and 
our policy of willingness to co-operate” one with an- 
other. Now after 3 months of first-hand observation, I 
see not only evidence of co-operation among our own 
groups but, equally important, strong evidence of our 


Dangers of NO JOURNAL reader should 
miss the significant article 

push-button begun in the October issue 
diagnosis and concluded in this, en- 


titled ‘“Electrocardiographic 

Abnormalities in Conditions 
Other Than Heart Disease” by Dr. Victor R. Fisher, 
Clinical Professor of Osteopathic Medicine and Direc- 
tor of the Division of Postgraduate Studies, Philadel- 
phia College of Osteopathy. Internists will be attracted 
by the scholarly presentation of an important phase of 
diagnosis and general practitioners will wish to review 
the paper even though cursorily, because of its implica- 
tions of diagnostic pitfalls of electrocardiography for 
the family physician-user. 

In 25 years (1930-1955) the manufacture and sale 
of electrocardiographic machines has become big. busi- 
ness. In 1929 there were estimated to be less than 650 
machines in operation in the entire nation, all of the 
photographic type; in 1955, according to United States 
trade reports there were about 34,000 in use, most of 
which were direct-writing machines. Users are believed 
to number 65,000, most of whom are physicians, but 
included are technicians and other nonmedical scientists 
who also interpret the tracings. The total investment 
in electrocardiographic equipment and supplies is about 
$122,000,000. A recent comment, “Electrocardiography 
has become big business,” is more than apt—it is fact. 
It is true of many areas of gadget medicine, not ex- 
cluding radiography whose injudicious use carries a 
serious portent for health. Attention has been called to 
the physician as the middleman in the practice of 
medicine, in which the laboratory makes the diagnosis 
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willingness to work with all groups responsible for 
human needs and interested in meeting them. The 
failure of certain health agencies to co-operate as 
groups and their efforts to set us apart because we seem 
to be poaching on economic and political preserves are 
more than made up for by individuals within those 
groups who do not go along with attempts to pass us 
by, either as not belonging to the main stream or being 
of little account. 

I am grateful for the interest shown by members 
of the profession for whom I am permitted to speak 
for a short time. After all, our objectives are one and 
the same as physicians and as members of the same 
profession. Neither as individuals nor as a group have 
we any right to go it alone. The slogan of the National 
Health Council and its fifty participating agencies (of 
which the A.O.A. is one) is the best one that I know 
of for our profession; it is “Together for Health.” For 
the year ahead, I want to make it my slogan, too. 


COMMENTS 


and the pharmaceutical house provides the treatment. 
In no field is this more true than in the use of that 
push-button direct-writing oracle—the electrocardio- 
graph, whether employed by the specialist to confirm a 
comfortable sense of infallibility or by the general prac- 
titioner to whom T-wave deformations spell objective 
cardiovascular pathology. 

Dr. Fisher’s scholarly presentation is supplemented 
currently by a less scholarly, but sharply arresting study 
published in the August 15, 1957, issue of The New 
York State Journal of Medicine headed, “Clinical Im- 
plications of Electrocardiographic Misinterpretation. 
Some Observations about T-Wave Abnormalities,” by 
Albert S. Hyman, M.D. Says Dr. Hyman of the elec- 
trocardiogram : 

Never before in the history of medicine has a simple scratch 
on a piece of paper wielded more influence over the lives and 
fortunes of so many people. . . . Iatrogenic heart disease has 
long been recognized, but a more malignant form of this syn- 
drome, spawned by. electrocardiographic concepts, is now exact- 
ing a frightening toll. 

It has been observed that at the turn of the century 
the patient in his encounters with the physician stood a 
better than 50 per cent chance of being worsened by the 
encounter. One wonders how much better at midcen- 
tury are the patient’s chances when he encounters the 
physician armed with an electrocardiographic augury ! 
Perhaps medical schools need to add a course on the 
“Uncertainties of Medicine.” Healthy skepticism might 
do much to restore the exercise of the art of medicine. 
Both Dr. Fisher in his thesis and Dr. Hyman in his 
more popular treatment point indirectly to the corrup- 
tion of medicine by the push-button variety all too 
prevalent today. 
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Roads ‘SEVERAL MONTHS ago this 

column maintained that the 

knowledge growing out of 

or heaven _ the International Geophysi- 

cal Year could be directly 

related to medicine. And 

now, earlier than we thought, has come the space satel- 

lite moving 560 miles above the earth’s surface at the 

rate of 18,000 miles an hour. Commenting editorially 

on the meaning of this first great space adventure, The 

New York Times with all the wisdom distilled thus far 

from man’s long journey, speaks of this event as not 

“the greatest adventure of all.” Rather the greatest ad- 

venture of all is 

to understand the heart and soul of man and to turn away from 

wrath and destruction and toward creativeness and brotherly 

love. We cannot look at the world today without realizing that 

our mastery of ourselves has not kept pace with our mastery 

of inanimate nature. We now have the power to destroy each 

other and all the works of civilization, but we have not yet 
invented a sure way to control this power. . 


It is not men alone who are sick. It is man. In a sick 
society, men cannot be healed. Is not healing the busi- 
ness of medicine? Is not the physician still the healer? 
Or must he forego his role, it having grown too great 
for him? To be the true physician today is not to be 
the little man. 


Attention: OSTEOPATHIC hospitals are 

«among the more than 5,200 

osteopathic facilities that have received 

hospitals from the Joint Blood Coun- 

cil a comprehensive ques- 

tionnaire surveying the na- 

tion’s blood transfusion services. The September 

JouRNAL in its Department of Public Relations called 

the attention of all the profession’s hospitals to the 

necessity of filling out the questionnaire properly and 

returning it promptly. Replies are confidential and are 
needed to complete the nation-wide picture. 

The Joint Blood Council, which is a private agency 
composed of the American National Red Cross, the 
American Association of Blood Banks, the American 
Hospital Association, the American Medical Associa- 
tion, and the American Society of Clinical Pathologists, 
has received a Hill-Burton grant for the survey. The 
fact that the survey is government-sponsored should 
not be lost sight of. Needless to say, the complete co- 
operation of the osteopathic profession in this project is 
mandatory. 


New RECENT RESEARCH has 

to light two hither- 

oO unrecognized conditions 

diseases to which the names hypo- 
gammaglobulinemia and 
agammaglobulinemia have 

been given. Both diseases refer to a lack of anti- 
bodies in the blood. It is well known medically that 
antibodies normally are found in a fraction of the blood 
solids called the gamma globulins. In this relationship 


Vor. 57, Nov. 1957 


the names have meaning—the “agamma” variety con- 
notes the virtual absence of antibodies in the blood 
solids called the gamma globulins and the “hypo” type 
is characterized by an antibody content markedly below 
the normal level. Each condition has a major symptom 
in common—repeated bouts of illness from the same 
type of infection. Identification of the globulinemias is 
made by electrophoretic and immunochemical studies 
made from the blood of suspected victims. The treat- 
ment appears to be injections of gamma globulins ob- 
tained in blood donations from normal persons. A pa- 
per on the diagnosis and treatment of agammaglobu- 
linemia, which was presented by F. L. Reed, D.O., at 
the 1957 National Osteopathic Child Health Conference, 
in Kansas City, Missouri, appears on pages 182 to 184 
of this issue of THE JOURNAL. 


Dangers IT Is A medical fact that the 

f wide use of antibiotics has 

eae hes led to an increase in the 

antibiotics number of dangerous and 

life-threatening __ reactions. 

How to employ antibiotics 

more wisely and combat their unfavorable reactions 

occupied medical scientists during a recent 3-day inter- 

national symposium held in Washington, D.C. Three 

researchers of the division of antibiotics of the Food 

and Drug Administration reported that injection of an 

enzyme called “penicillinase” inactivates penicillin, the 

most common cause of dangerous or fatal reactions 

from antibiotics. It would seem from the chal- 

lenges thrown down by some scientists to accepted 

views of the use of particular antibiotics that their 

medical use is far from being clearly understood. Said 

one scientist: “The burden of proof still rests with 

those who postulate that antibiotic usage has had pro- 
found effect on the world of bacteria.” 


Commission THE NATIONAL Health 
on Hakh Council has created a Na- 

tional Commission on 

Careers Health Careers headed by 

Dr. Leonard A. Scheele, 

former Surgeon General of 

the United States Public Health Service, and now 
president of the Warner-Chilcott Laboratories, Morris 
Plain, N.J. It has been provided with a budget of 
$500,000 for the first 3 years of its work. The Com- 
mission will get the problem into’ focus by seeking 
answers to questions concerning health personnel short- 
ages. Among these questions are: What shortages ex- 
ist? In which professions are the needs the greatest? 
Is the present health personnel being utilized effective- 
ly? Can training periods be shortened? That the na- 
tion needs more physicians, dentists, and nurses is an 
admitted fact. Less known are needs for personnel to 
man the 156 different health occupations that are de- 
scribed in the National Health Council’s Health Careers 
Guidebook which is used by school and college voca- 


tional counselors. 
Knowledge of the facts that will be revealed by the 


219 


. 
is 
= 


Commission’s findings will greatly aid doctors of os- 
teopathy in counseling students about the tremendous 
shortage of osteopathic physicians in relation to a total 
program of recruiting for health. 


ACCORDING TO estimates, ab- 
senteeism due to the com- 
mon cold costs industry up 
to half of its multibillion- 
dollar annual loss from ab- 
senteeism due to all causes. 
This staggering cost has moved industry to set up a 
Common Cold Foundation and underwrite its investiga- 
tion with a half-million dollars. Its purpose is to search 
for the cause and means for prevention of the common 
cold. Most medical scientists, however, are pessimistic 
about the possibilities of controlling the common cold 
with a vaccine. 


Common 
Cold 


Foundation 


A serious “4 RECENT release from the 
health National Health Council to 
ealt each of its member agencies 
matter —the American Osteopath- 


ic Association is one of the 

fifty-nine national organiza- 
tions concerned with health that belong to the Council 
—was also given to the press as a matter for public 
information. The A.O.A. is represented on the Council 
by its Executive Secretary as the agency executive. Dr. 
Eveleth is hopeful that the information concerning the 
nation’s need for increased health personnel will come 
to the attention of doctors of osteopathy, not only be- 
cause many are engaged in a strong attempt to interest 
students in the osteopathic profession, but because our 
doctors as vocational counselors should know of short- 
ages in all health fields. 

The release dealt with a survey covering a cross- 
section of all key health professions, as related to a 
current shortage of qualified health personnel. N.H.C. 
pointed out that in some health occupations the need 
for additional personnel is actually greater than the 
total already in the field. 

Among those hardest hit by the shortage is the 
mental health field. State mental health hospitals cur- 
rently need more than 3,700 physicians, almost 1,400 
more psychologists, over 25,000 graduate nurses, and 
almost 20,000 more attendants. It is estimated that the 
mental health field alone needs 10,000 trained psycholo- 
gists. 

An additional 70,000 nurses is the goal of the Na- 
tional League for Nursing. That will give 300 profes- 
sional nurses per 100,000 of the population as opposed 
to the present level of 258 nurses per 100,000 popula- 
tion. The current need is for 13,600 physical therapists 
—one to 10,000 population. This figure does not in- 
clude occupational therapists, a field needing 8,000 by 
the end of 1957. 


The survey reported the American Osteopathic 
Association as emphasizing the inability of the profes- 
sion to keep pace with an increasing population, despite 
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its program for increasing the number of osteopathic 
students. 

The American Medical Association reported an 
agreement with the survey that there is a need for morc 
physicians but stressed that the “chief question” is how 

‘many are needed. The A.M.A., however, offered no 
figures. 

The American Dental Association provided the 
most cheering note. It stated that dentists have been 
able to “keep ahead” of the demands for dental care, 
but that to keep pace with population growth it would 
be necessary to have 3,600 new dentists graduated each 
year as opposed to the current figure of 3,100. 

The American Optometric Association stated that 
710 optometrists are required each year to maintain 
their 1957 ratio of one optometrist per 10,000 popula- 
tion. This is the capacity of the present eleven op- 
tometry colleges. 

N.H.C. reported a need for 2,000 dietitians needed 
to fill accumulated vacancies and new openings; addi- 
tional medical record librarians especially in hospitals 
under 100 beds; an additional 15,000 x-ray technicians 
during the next 5 years. 

In vocational counseling, members of the osteo- 
pathic profession will find many students interested in 
a health career who would hesitate to undertake the 
long program necessary to train a physician. In coop- 
eration with the National Health Council, the American 
Osteopathic Association has committed its own coun- 
selors to point out to all students the breadth of the 
health field, the tremendous shortages in specific fields, 
and the fact that those who are not inclined to the ca- 
reer of a physician might well ‘find other health careers 
challenging and appealing. Shortages of qualified health 
personnel will increase before the situation grows better 
—that is an inevitability. 

To mention only one situation, America can con- 
tinue its world leadership in the field of industry only 
by remaining a reasonably healthy nation. And that 
will require intelligent planning and leadership, not only 
upon the part of the N.H.C., but also upon the part of 
volunteers to carry out its program. Counseling for 
health careers is a community obligation of osteopathic 
physicians. Write the National Health Council, 1790 
Broadway, New York 19, New York. 


Heart HEART-conscious people 

‘ can now be well guided in 

semen guide their concern for informa- 
issued 


tion on heart disease, espe- 
cially as the facts relate to 
them as individuals. Physi- 
cians are being asked by an increasing number of anx- 
ious patients how they can know if they are susceptible 
to coronary heart disease. Others do not ask, but won- 
der in their own minds—a psychosomatic problem in 
itself. And who knows where the psychosomatic ceases 
being such and becomes an organic fact? Assuming 
that part of the responsibility of the physician is to help 
the patient “find health,” four well-known doctors of 
medicine have joined to make the statement reported in 
The New York Times for October 18, 1957, under the 
title, “Statement for the Guidance of Laymen.” All 
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four physicians are world authorities. They are: How- 
ard B. Sprague, M.D., past president of the American 
Heart Association and lecturer at Harvard Medical 
School; Frederick J. Stare, M.D., Professor of Nutri- 
tion at Harvard’s School of Public Health; Paul D. 
White, M.D., Clinical Professor of Medicine, Harvard 
Medical School; and Samuel A. Levine, M.D., Clinical 
Professor of Medicine at Harvard. 

These men would have you advise your patients 
that they should acquaint themselves with the factors 
that predispose to arteriosclerosis, whether of the heart 
or brain. The factors are the individual’s hereditary 
background of arteriosclerosis (admittedly patients 
with such a background are “stuck” with it and must 


SPECIAL 


take special precaution), obesity, high cholesterol level, 
high blood pressure, and excessive cigarette smoking. 

Hereditary—Did either of your parents or grand- 
parents suffer from or die in the prime of life or earlier 
from these diseases? See your physician. 

Overweight—Are you more than ten pounds above 
your desirable weight? See your physician. 

Elevated Cholesterol Level—See your physician. 

Elevated Blood Pressure—See your physician. 

Excessive Cigarette Smoking—Do you smoke too 
much? See your physician. 

Such a statement requires the physician to have 
prepared in his own mind succinct and clear-cut an- 
swers to the variables presented by individuals. 


MEDICAL 


A. E. MILLER, D.O. 


Los Angeles, California 


Z IS MY INTENT in this paper to explain a 
simplified form of medical photography to fellow prac- 
titioners. If the reader is already doing medical photog- 
raphy, this explanation will seem oversimplified. If he 
is not, I sincerely hope that this discussion will be 
simple and clear enough to enable him to take adequate 
pictures at once. It is not my intent to compete with 
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PHOTOGRAPHY 


Fig. 2 


the many books and monographs that have been pub- 
lished on the subject of photography, nor to add more 
detail to a subject that already has been well covered. 
For example, I have in my library two books of average 
size on microphotography alone. 

A brief review of some of my early trials and 
tribulations may help the reader to avoid similar prob- 
lems. My primary reason for taking medical photo- 
graphs was for teaching orthopedics. Photography was 
not a hobby of mine, and I knew nothing about medical 
photography. 

In about 1949, when I first started on this pro- 
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gram, I found that most books on medical photography, 
whether on subject photography, x-ray copying, or mi- 
croscopic photography, soon became involved in calcu- 
lations, light, heat, color, and differences in films, not 
only in their speeds but also in the emulsions and the 
grains. Even with the help of my college mathematics 
books, I was unable to decipher most of the texts. But 
I continued trying to evolve something that would pro- 
duce films adequate for teaching purposes without nec- 
essarily having the perfection of a professional photo- 
graph. 

I purchased an Exacta camera and a General Elec- 
tric light meter at the suggestion of Dr. W. W. Jenney 
who was Senior on Orthopedic Surgery at the Los An- 
geles County Osteopathic General Hospital at that time. 
With the camera and light meter, I bought a No. 2 pho- 
toflood bulb and a simple reflector, and I am still using 
this equipment. The leather case of the camera has been 
replaced, the light meter facing is ready to fall off, 
bulbs have come and gone, wiring has been replaced in 
the light, but the equipment continues to serve its ‘pur- 
pose. This is only another way of saying that, although 
the initial cost of equipment may seem somewhat high, 
it is actually quite low when spread over such a: long 
period of use. 


Fig. 5 


Equipment 


I use a Bausch and Lomb microscope. I am sure 
that other microscopes are equally good and that any 
camera such as an Exacta, with a reflex mechanism by 
which one can view exactly what he is photographing, 
would work just as well or perhaps better. 

Many people would quarrel with my use of 35 mm. 
film for projection, but I am not insisting on the pro- 
fessional touch. -Other film is more expensive and more 
difficult to transport and store, and, for my purpose, 
offers little or no advantage. 

The Exacta camera offers many advantages: small 
size of film and camera, the microscopic attachment, 
and availability of simple attaching lenses for copying. 
Figures 1, 2, and 3 show the equipment described. The 
small rings hold the copying lens when one is photo- 
graphing to a distance of 6 or more inches. The long 
threadlike plunger is an adaptation that prevents mo- 
tion during exposures lasting for several seconds. The 
gooseneck stand holding the equipment in Figure 1 was 
obtained long ago. The Exacta Company markets a 
copying device similar to the one I use. 

For microphotography the microscope must be a 
monocular type. This Bausch and Lomb is converted 
from the binocular that I use when viewing slides. Be- 
sides the microscopic attachment for taking photo- 
graphs, one must also have a light meter more sensitive 
than the standard meter. Such a meter (Fig. 3) is 
simply a selenium cell attached to an electrically con- 
trolled meter so that less light than is utilized in ordi- 
nary photography can be measured. This particular 
instrument was made for me by the Hollywood Preci- 
sion Manufacturing Company. 

The flat x-ray view box is inserted under the copy- 
ing lens (Fig. 4). To obtain true color the glass must 
be white rather than the usual blue-tinted type. Also, 
if neon tubing, rather than the standard light bulb, is 
used, the tubing must be of the daylight type. 

A list of equipment would include: 

1. 35 mm. Exacta camera with a 3.5 lens 

2. Copying stand 

3. Standard G.E. light meter 

4. Reflector with No. 2 photoflood bulb 

5. Attachment rings 

6. A No. 1 and No. 3 Kodak series V portra 
lens (I did not consider a No. 2 lens necessary at the 
time of purchase and have not found it necessary since, 
even though it costs only a dollar or two.) 

7. Monocular microscope with lamp 
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8. Extra sensitive light meter for microscopic 
work 

9. Exacta microscopic adapter 

10. Flat view box with daylight-type neon tubes 
and a white covering or viewing glass. 


Space 


With so much equipment the doctor must obvious- 
ly have some place to do his work. The photographs, 
whether of the entire patient or merely of part of an 
extremity, can be taken in the office or the hospital. 
Figure 5 illustrates taking a picture in an office, and 
Figure 6 shows the equipment in use in surgery. The 
gooseneck is wrapped in a sterile towel. The copying 
stand is under the patient. The anesthetist or nurse 
can easily hold the light and punch the button, since 
the camera is focused prior to starting the surgical 
procedure. The camera can be rotated out of the field 
when not in use. 

The office, if large enough, is the ideal place for 
microscopic work and copying roentgenograms. I do 
all of this work in my basement at home. The work 
comes out satisfactorily, in spite of the lack of profes- 
sional surroundings, as can be seen in Figures 7 and 8, 
microphotographs showing results under both high 
and low power, and Figures 9 and 10, copies of x-rays. 

Specimens are easily photographed as shown in 
ligure 11, either using the gooseneck lamp for a close- 
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up or, in this case, photographing from about 30 inches 
without a copying lens by merely holding the camera 
out with the hand. The specimen shown is blood clots 
removed at surgery. Rulers are not always available, 
but a Kelly forceps may be used as a scale. 

The equipment does not take up much room. The 
microscope and lamp are secured to a piece of plywood 
so they may be moved as a unit without displacing the 
distance between the two, thus necessitating recalcula- 
tion of the amount of light coming through. The copy- 
ing stand folds up, facilitating storage. 


Placement 


Most textbooks on the subject of placement of the 
subject require elaborate equipment and sheets for 
draping the background. I have not found this to be 
necessary. Whenever possible, a blank space such as a 
door or a wall of solid color should be utilized to avoid 
detracting from the subject. Figure 12 shows such a 
picture being taken, and Figure 13 shows the picture. 

For photographing extremities, it is best not to 
place them on a glimmering surface, such as a treat- 
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ment table, which I have utilized here to show the ex- 
cess light reflection. However, even with the light 
reflection, the hand is still clearly visualized, and for 
teaching purposes the photograph is adequate. 


Lighting 

In photographing specimens, extremities, and other 
subjects at close range, I much prefer a single No. 2 
photoflood bulb with a reflector (Fig. 14), rather than 
a two-bulb light system, primarily for this reason: By 
changing the angle of the light, one can increase the 
shadowing and thus increase the illusion of the third 
dimension more effectively than with a double light. 
The position of the camera has not been changed in 
Figures 15, 16, and 17, but the position of the light has 
been changed. In Figure 15, the light is almost directly 
over the hand, as can be seen by the reflection. In 
Figure 16, the light is closer to the table, so that it is 
hitting the hand at about a 45-degree angle. In Figure 
17, the reflector is even closer to the table, thus increas- 
ing the shadows. 

Compare the three photographs. In Figure 15, the 
depth of the ring cannot be visualized, nor can the 
creases in the dorsum of the interphalangeal joints, the 
detail of the nail, and the veins in the hand. Figure 16 
shows these details somewhat more clearly, and in Fig- 
ure 17 one gets the illusion of depth which makes 
visualization easier. This lighting factor is not as im- 
portant in Kodachrome as in black and white film, but 


even in Kodachrome, positioning of the single light 
makes a great difference. 


Light meters 


The only purpose of the light meter is to avoid 
errors in lighting. There is a considerable variance be- 
tween a person in a dark shirt and a person in a light 
shirt, or a hand photographed against a dark back- 
ground as compared with a white background. All light 
meters are essentially the same. The meter is held a 
few inches from the subject, the numerical value is 
noted, and the arrow is placed on that number on the 
scale. This, in turn, is used to compute the shutter 
opening as well as the exposure time required. If one 
type of film and the same equipment is used all the 
time, one soon becomes accustomed to it, and the light 
meter is not quite so necessary. For example, using a 
No. 2 photoflood bulb that is held approximately one 
and one-half or 2 feet from the subject and Koda- 
chrome type F film, the exposure is 1/100 second at 
the opening of 3.5. Any person dealing in photographic 
equipment can explain a meter in a matter of a few 
minutes so that it may be used to its fullest advantage. 
The meter made for me for microscopic photography is 
built on the same basis. It lacks only the scale comput- 
ing the time factor. Therefore, to compute this time 
factor one has to run a trial series until the best ex- 
posure is obtained. This is graphically illustrated in 
Figure 18. 
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Low 


A graph is made. The vertical column duplicates 
the numbers on the exposure meter. These start with 1 
and double with each line. The bottom horizontal line 
indicates the time of exposure, starting with 1 second, 
1% second, 1/5, 1/25, and so on. These are also dou- 
bled. A series of films, approximately seven or eight, 
is then run. In this case, using low power, the measure- 
ment on the meter is 6. The exposures are made and 
the best is found to be 1/150 second. A new graph 
is made as in Figure 19. The reading was near 8 
and the exposure 1/150 second. Therefore, if a tangen- 
tial line is plotted from the corner of the graph, it can 
be seen that if the meter reading were 2, the ex- 
posure time (in the camera) would be 1/50 second. If 
the reading were 4 it would be 1/100, and so on. 
These pictures were taken under low power. The same 
procedure was followed using high power and oil im- 
mersion. The scales will vary somewhat as seen by 
Figures 20 and 21. All one needs is to double the num- 
ber, starting with 1 on the scale, for each step upward 
in the graph, and utilize the stops in succession on the 
camera. When the ideal combination is found, for ex- 
ample, a reading of 4 at 1/100 second, then it follows 
that if the reading is 2 the best exposure would be 
1/50 second. 


Film 


Among people who take a great number of photo- 
graphs, one hears heated discussions on Ectochrome 
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versus Kodachrome and, in black and whites, on fine 
grain versus coarse grain, speéd of the emulsion, and 
so on. This is confusing to the rank amateur. This 
much is apparently true: If one is to make gross en- 
largements, then the slower the emulsion and the finer 
the grain, the better the detail. That has never been my 
concern. I have always used Kodachrome. At the 
present time I am using the Kodachrome type F 35 mm. 
film, and in black and white I use a film called Micro- 
file, also made by Eastman Kodak Company. The rea- 
son for my using Microfile is not for beautiful, fine- 
grained pictures but because that film is nearest in the 
exposure index number (16) to Kodachrome, which is 
10. One can therefore change from Kodachrome to 
black and white Microfile without having to compute 
much difference in the setting. There is actually a 
difference of about three-fourths of a full stop. Micro- 
file should not be used to copy roentgenograms. The 
black and white contrast is too great, and the grays do 
not show. Plus X is ideal for roentgenograms. 


Developing 


Most amateur photographers sooner or later suc- 
cumb to the delights of developing and enlarging their 
own films. I do neither developing nor finishing. All 
of the illustrations seen here were finished by a regular 
commercial photographic shop whose work is consist- 
ently outstanding. 
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Dearing Becomes First 
ODM Assistant 
Director for Health 
Porterfield 


Succeeds Dearing as PHS Deputy 
Surgeon General 


> Gordon Gray, Director of Defense Mobilization, announced 
appointment of Dr. W. Palmer Dearing to the newly created 
post of Assistant Director for Health in the Office of Defense 
Mobilization, effective October 1, 1957. Dr. Dearing has been 
serving as Deputy Surgeon General of the Public Health 
Service, Department of Health, Education, and Welfare for 
the past 9 years, 

In making the announcement, Mr. Gray said that the new 
position has been established to provide for better coordina- 
tion of all the health activities of the Federal Government 
which are necessary to achieve and maintain a state of readi- 
ness for national defense. 

Dr. Dearing, a cum laude graduate of Harvard Medical 
College in 1931 and of the Harvard School of Public Health, 
has been a Public Health Service career officer since 1934. 
He served as an epidemiologist in studies of poliomyelitis in 
California (1934-1936) and tuberculosis (1936-1941). In 1941 
he was assigned to the Office of Civilian Defense as Assistant, 
and subsequently, Chief Medical Officer. In 1944 he was named 
personnel chief of the Health Division, United Nations Relief 
and Rehabilitation Administration. He returned to Public 
Health Service headquarters in 1945 as Deputy Chief of the 
Division of Public Health Methods and a year later was named 
Chief of the Division of Commissioned Officers, in which post 
he undertook a complete overhauling of policies for recruitment, 
training, and assignment of officers. 

Surgeon General Leroy E. Burney of the Public Health 
Service announced appointment of Dr. John D. Porterfield’ to 
succeed Dr. Dearing as Deputy Surgeon General. 

A member of the Service’s Commissioned Corps since 1939, 
Dr. Porterfield has had a variety of assignments within and 
outside the Service. He has been stationed in Service hospitals 
in San Francisco, Lexington, Kentucky, and Fort Worth, 
Texas, and has directed Service programs in Regional offices in 
Chicago and Puerto Rico. At the National Institutes of Health 
he assisted in the early development of the Research Grants 
Program. He was venereal disease control officer for Wayne 
County, Michigan, and for the State of Ohio. 

In 1947, Dr. Porterfield was named Director of the Ohio 
State Health Department, and, in 1954, he became Director of 
the Ohio Department of Mental Hygiene and Correction. He 
was recalled to active duty in Public Health Service headquar- 
ters as assistant to the Surgeon General in October 1956 and 
was appointed Assistant Surgeon General in March 1957. 

Dr. Porterfield is a fellow of the American Medical Asso- 
ciation and the American Public Health Association. He has 
been Chairman of the American Public Health Association’s 
Health Officers’ Section, of the Mental Health Section, and of 
the Editorial Board of the American Journal of Public Health, 


226 


and is now a member of the Association’s Executive Board. 
He was the Association’s first representative on the Joint Com- 
mission on Mental Illness and Health. He was president of the 
Middle States Public Health Association in 1956-57, and has 
served as secretary and vice president of the Association of 
State and Territorial Health Officers. He is a charter member 
of the American Board of Preventive Medicine, a past regeat 
of the American College of Preventive Medicine, and, currently, 
is a member of the public health advisory committee of the 
W. K. Kellogg Foundation. 

A native of Chicago, Dr. Porterfield is the fifth generation 
of physicians in the Porterfield family. He is a graduate of 
the University of Notre Dame, received his medical degree 
from Rush Medical College of the University of Chicago, and 
his master’s degree in public health from the Johns Hopkins 
University School of Hygiene and Public Health. 

Before his return to active duty at Public Health Service 
headquarters, he was on the faculties of Ohio State University 
College of Medicine, the University of Michigan School of 
Public Health, and the Cincinnati College of Medicine. 


Office of Defense Mobilization* 


(Gen. Adm. Order XII-1) 
Assistant Director for Health— 


Establishment of Position 


> By virtue of the authority vested in me by the National 
Security Act of 1947, as amended; the Defense Production Act 
of 1950, as amended; Reorganization Plan No. 3 of 1953; and 
Executive Order 10480 of August 14, 1953, it is hereby ordered: 

1. There is established in the Office of Defense Mobiliza- 
tion the position of Assistant Director for Health. 

2. The Assistant Director for Health will advise, assist, 
and act for the Director in formulating, coordinating, and es- 
tablishing policies, programs, and plans for the mobilization, 
allocation, and utilization of health resources, including man- 
power, facilities, and supplies, under various mobilization situa- 
tions. More specifically, he will provide government departments 
and agencies having responsibilities and resources in the health 
and medical fields with the guidance necessary to increase the 
nation’s potential for mobilization through maximum use of its 
health resources by: 

a. Coordinating the development of plans and prepared- 
ness programs designed to assure maximum efficiency in the 
utilization of health resources and the operation of health serv- 
ices under various mobilization situations, including nuclear at- 
tack upon the United States. 

b. Coordinating the collection and evaluation of data on 
civilian and military health manpower requirements and the 
current and potential availability of specialized health personnel 
to meet such requirements; and the development of policies and 
measures to strengthen the health manpower mobilization base. 

c. Coordinating the collection and evaluation of data on 
civilian and military requirements and current and potential 
availability of health facilities such as hospitals and clinics; 
and the development of policies and measures for the efficient 
utilization of such facilities and for the provision of health 
services under various mobilization situations. 


*Reprinted from Federal Register, Saturday, October 5, 1957. 
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d. Coordinating the development and evaluation of re- 
quirements on health and medical supplies and equipment for 
the maintenance and protection of the nation’s health in event 
of mobilization. 

e. Developing plans for the effective organization of 
health resources and services under emergency conditions con- 
sistent with the over-all government organization for mobili- 
zation. 

f. Consulting with and securing the advice of profes- 
sional and other organizations and groups in the health field on 
mobilization policies and programs under consideration; and 
fostering their support of private and public research, educa- 
tional and training activities for assuring a high degree of 
readiness in the health resources and services field. 

3. The Assistant Director for Health will advise, assist and 
act for the Director on mobilization matters in the international 
field that relate to health resources. 

4. In performing these functions, the Assistant Director for 
Health will establish and chair or arrange for the chairing of 
such interagency groups as are required to assist in the coordi- 
nation of mobilization health activities; and will assist the 
Director with respect to the activities of the Health Resources 
Advisory Committee. 

5. The Assistant Director for Health will be responsible 
for: 

a. Providing the Assistant Director for Manpower with 
professional guidance and assistance relative to health man- 
power supply and requirements as they affect national manpower 
policies and programs. 

b. Providing the Assistant Director for Production with 
professional guidance and assistance relative to health supplies 
and equipment requirements as they affect industrial expansion 
and production programs and essential survival item programs. 

c. Providing other ODM program areas and staff units 
with such professional advice and assistance as may be required. 

6. The Assistant Director for Health shall maintain ade- 


§ DEPARTMENT OF PUBLIC AFFAIRS 


ROY J. HARVEY, D.O. 
Chairman 


Bureau of Public Education 
on Health 


ROSWELL P. BATES, D.O. 
Chairman 


Divisional society dues 
allocation program for 
aid to osteopathic colleges 
upheld judicially 


P On July 2, 1957, the Circuit Court for *he County of St. 
Clair, Michigan, entered a judgment dismissing a Petition for 
Writ of Mandamus by which a doctor sought to procure a 
judicial order requiring the Eastern Michigan Osteopathic As- 
sociation to accept him as a member even though he had not 
paid his dues to the Association. The doctor contended in his 
petition that the Association was unlawfully allocating a large 
part of the dues paid by the members to the Osteopathic 
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quate records to reflect the activities outlined above and furnish 
reports required by the Director. 

7. This order is effective October 1, 1957. 

Gorpon Gray 

Director 

(F. R. Doc. 57-8209; Filed, Oct. 4, 1957; 8:54 a.m.) 


Asian flu 


> A Public Health Service advisory committee has recom- 
mended a dosage of 1 cc. of Asian influenza vaccine adminis- 
tered under the skin (subcutaneously) for general use in adult 
vaccinations. 

The Committee on Influenza Vaccine made this general 
recommendation after giving consideration to the possibility of 
using 0.1 cc. of vaccine administered between the layers of the 
skin (intracutaneously). The Committee is advisory to the 
Division of Biologics Standards of the Public Health Service’s 
National Institutes of Health. 

The text of the advisory committee recommendation follows: 

The Committee considered the question of intracutaneous inocula- 
tions of 0.1 cc. of vaccine versus the present recommendation of 1.0 cc. 
subcutaneously. It was recognized that information from previous out- 
breaks concerning the effectiveness of influenza vaccine was obtained 
from studies in which vaccine was administered subcutaneously, not 
intracutaneously. However, there was general agreement that influenza 
antibody levels may be obtained by the intracutaneous route which are 
comparable with those obtained by subcutaneous inoculation. 

The Committee recommended that only the subcutaneous inoculation 
of 1.0 cc. be endorsed for general use in adults. It noted that in cer- 
tain special instances 0.1 cc. given intracutaneously might be used ad- 
vantageously but physicians using this method must rely upon their own 
judgment regarding its usefulness in each instance. 

The use of two 0.1 cc. intracutaneous doses, separated by at least 
one week in children under the age of five, as has been recommended by 
the Americatt Academy of Pediatrics, was recognized as an acceptable 
procedure, 


Progress Fund of the profession for the maintenance and de- 
velopment of the osteopathic colleges. The opinion and judg- 
ment of the court upheld the propriety and legality of the 
contribution to the Osteopathic Progress Fund as being a 
proper function of the Association. The opinion of the court 
will be of interest to the members of the osteopathic profession 
because it is a lay recognition of the importance of the program 
of the profession to maintain and improve its professional edu- 
cation. The judgment and opinion of the court are set out in 
full below. 


STATE OF MICHIGAN 
IN THE CIRCUIT COURT FOR THE COUNTY OF ST. CLAIR 


Plaintiff, 

vs. No. 440-21 

Eastern Michigan Osteopathic Association, 

Inc., a Michigan corporation, 

Dr. D. D. Walker, Dr. James Baird, 

Dr. K. I. MacRae, Dr. Roy S. Young, 

Dr. D. C. McNeil and Dr. R. E. Holdship 
Defendants. 
JUDGMENT 

At a session of said Court continued and held at the Court House, 
in the City of Port Huron, said County and State, this 2nd day of July, 
1957. 

Present: Hon. Edward T. Kane, Circuit Judge. 

This cause having come on to be heard upon the pleadings and upon 
proofs taken in open court, and after arguments of respective counsel it 
appearing to the Court that the allegations charged in the Petition for 
Writ of Mandamus have not been sustained by the p'aintiff, 

Now, Therefore, it is ordered and adjudged that the said Petition for 
Writ of Mandamus be, and the same is hereby dismissed with costs to 
the defendants to be taxed and that defendants have execution therefor. 

Signed: Epwarp T. Kane 
Circuit Judge 
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(Opinion of the Court given at the conclusion 
of proofs and. arguments) 

Tue Court: Gentlemen, concerning the matter of argument as to 

whether or not mandamus would or would not lie in this case, if the 
court were to consider this as a petition for the court’s writ of injunction 
to prohibit the Eastern Michigan Osteopathic Association and the several 
defendants therein named, | would be very happy to do so because the 
petition, regardless of its name, in effect asks that the court become a 
part of the internal affairs of the Eastern Michigan Osteopathic Associa- 
tion and by doing so make certain directions which would be reaching 
farther than the Association itself, whether it be a voluntary or whether 
it be an unincorporated or an incorporated Association and as to the 
direction of the several defendants therein named. 
5 Now, the right of an individual to be heard in the form as we have 
for the past several days is one of the traditionally American rights 
which will never be abridged, we trust, and when I listened to the testi- 
mony I just wondered; the responsibility of a profession is to the future 
as well as to the present. It calls for more than smugness in life, more 
than monetary gain; your oath is evidence. You can look, gentlemen, to 
the professional life of the other learned professions and view the re- 
sponsibilities which they have taken. No one is required to join either 
the State or the Eastern Michigan Association in order to practice his or 
her profession. You can provide for your own practice and proceed in 
the same manner as a doctor if you do not agree with the principles of 
the other members of your profession. It is your right. These organiza- 
tions, which are based upon the closeness of men in a learned profession, 
differ from a labor union, from a fraternal organization and from a so- 
cial or service club. This society or organization or whatever title you 
wish to call it brings together men who have a responsibility, a responsi- 
bility to their profession, to their community and to those who will follow 
in the profession. 

It is evident from the testimony that there are no State or tax sup- 
ported institutions to further the research and the education of those 
who seek; there are no available State institutions for that purpose, but 
the advancement of the profession and all of the research must come 
from the schools which are maintained for the purposes of educating 
those who seek the professional status which you men have. Your sick, 
your lame, your suffering, who are your patients, call to you for the 
progress which must be yours and they can only look to you and to those 
who follow you for relief from the same. The best interest of the health 
of your community is your responsibility. And in organization, you gen- 
tlemen think you are in difficult shape concerning membership but the 
legal profession far outdoes anything which has been ordained by the 
U.A.W.-C.1.O. or the A.F. of L. because the members of the legal pro- 
fession in the State of Michigan, unless they pay their dues to the State 
Bar of Michigan, cannot practice law. A member of a labo®unior, if he 


Guides for clinical diagnosis 
of some infectious diseases 


® SINCE THE MEDICAL STUDENT of today has only limited op- 
portunity to obtain practical knowledge of the contagious dis- 
eases, it is not strange that when he enters practice he may 
commit errors of diagnosis that would have been unpardonable 
10 or 15 years ago. Writing in the September 1957 issue of 
Postgraduate Medicine, Archibald L. Hoyne, M.D., says that the 
incidence of the virus diseases, on the other hand, is much the 
same as in years past, with the exception of smallpox. Although 
a physician may have never seen a case of smallpox, his chief 
problem in the diagnosis will be to differentiate between small- 
pox and chickenpox. In smallpox the lesions predominate on 
the extremities, and in chickenpox they are found chiefly on the 
trunk. In contrast to smallpox, chickenpox lesions are found 
in different stages of development side by side. After making 
a clinical diagnosis on the basis of the character and distribu- 
tion of the eruption, the physician should search for a typical 
vaccination scar, which if found will cast serious doubt on a 
diagnosis of smallpox. Chickenpox is occasionally mistaken for 
Kaposi's varicelliform eruption, which is due to the virus of 
herpes simplex and which has the characteristic feature of ap- 
pearing only on areas of skin where there is eczema or der- 
matitis. 

Although herpes zoster is not generally thought of as a 
communicable disease, exposure to it may cause what appears 
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doesn’t want to subscribe to the principles of a labor union and go out 
and pay his dues and become a member in order to work under cir- 
cumstances where the closed shop exists, may go and find himself a 
place where it is not required. He can as a tool and die maker, as a 
machine operator or a truck driver go out and maintain himself and his 
livelihood. The members of the legal profession of this State cannot 
practice whatsoever and this restriction upon the payment of dues in the 
matter before us today is based wholly on the principle and it is whether 
or not the scale has been graduated for the period of time and practice 
and the thought in mind of taking care of the newer members in the 
profession in those days in which hunger became a partner at many 
times and inconvenience in the practice and as in our profession we re- 
fer to those who are first starting off as knights in shining blue serge 
suits. And your difference has been a matter of public acceptance anil 
you gentlemen who are carrying on in the association have made tremen- 
dous advances and inroads in progress. 

It would be nice if in the practice of a profession that instead of the 
various things that are conducted that if one would keep foremost in his 
mind the oath that he takes at the beginning upon being found qualified 
to practice the healing art in which you are engaged. This matter of 
this one hundred dollars has no more to do with Dr. ’s practice 
of his profession because he is free today to practice as he sees fit. He 
does not have to subscribe to an association, he doesn’t have to belong 
to the State organization. He has been admitted to practice and it is 
evident to me that the doctor is eminently qualified in his practice, as in- 
dicated to me from the testimony here, and in addition to being eligible 
to practice osteopathy in the State of Michigan he is as well in the State 
of Maine and the State of Texas and carries with it a broad capability 
in so far as his profession is concerned. 

There has been, as a result of the action of the Eastern Michigan 
Osteopathic Association, no semblance of wrongdoing in dedicating dues 
money in any manner that the majority wishes and as long as we live in 
a democracy and organizations are operated on those principles and if 
the reverse were true, if one man could tell the majority what is for 
the best interest of their future, of their practice, it would be a rather 
awkward arrangement. 

The matter as to how the distribution of dues is made, as long as 
they are not wrongfully appropriated or used and as long as the refusal 
does not deprive the man of his right to practice his profession as such, 
I can have no quarrel with it. 

The application and petition for a writ of mandamus or injunction, 
restraining the Eastern Michigan Osteopathic Association and the sev- 
eral defendants named from interfering with Dr. in the en- 


trance into the hospitals that are so sponsored, including the Mount 
Clemens General Hospital, is and the same is hereby denied with costs 
to the defendants in their behalf sustained. 


to be typical chickenpox in persons who have never had either 
of these diseases. The almost inevitable unilateral distribution 
of the lesions in herpes zoster is an important diagnostic fea- 
ture. Measles is not so simple to diagnose as is often thought, 
unless Koplik’s spots are detected. Differentiation between 
measles and rubella is a serious decision in the case of a preg- 
nant woman. The typical rubella rash is lighter in color than a 
measles eruption, and the lesions are smaller and more diffuse. 
The conjunctivae do not usually have the deep cherry red color 
that is almost characteristic of measles. The enlarged postauric- 
ular and suboccipital lymph nodes are the outstanding accom- 
paniment of rubella. 

Mumps usually involves both parotid glands; if only one is 
swollen, blockage of Stensen’s duct should be considered. If 
palpation shows fluctuation, mumps is ruled out, since it is a 
nonpurulent disease. Differentiation between cervical adenitis, 
mononucleosis, and mumps can be made by palpation. In the 
first two diseases the tissues feel indurated; in mumps they are 
pliable. Recurrent parotitis is sometimes confused with mumps 
and probably accounts for the fact that some patients say that 
they have had mumps once or twice before. 

In the classic form of scarlet fever, circumoral pallor is 
characteristic and the eruption, chiefly on the trunk, fades on 
pressure. On the first day of the eruption the tongue is coated 
and the papillae protrude, producing the strawberry tongue. On 
the second day the coating is clearing from the tip and sides, 
and on the third day the tongue is generally clean. The tongue 
is then red and the papillae are very evident. This is the so- 
called raspberry tongue, which is not observed until three full 
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days after the eruption has appeared. The onset of diphtheria 
is insidious. Backache is a fairly common complaint in adults. 
If there is heavy membranous .material on “he tonsils which 
stops short of the tonsillar pillars, the condition is almost cer- 
tainly not diphtheria. Bull-neck diphtheria can be differentiated 
from mononucleosis by palpation of the neck. In bull-neck diph- 
theria the tissues are comparatively soft and pliable and in 
mononucleosis the lymph nodes are indurated. In the former 
disease, the breath often has a fetid odor. In meningitis, if 
petechiae are present the causative organism is almost certainly 
meningococcus. If petechiae are absent but chronic otitis media 
is detected, a pneumococcic infection should be suspected. In 
infants and young children with no petechiae a Hemophilus in- 
fluenzae infection should be considered. In tuberculous meningi- 
tis, inequality of the pupils is not uncommon, especially in chil- 
dren. Two signs are of great value in diagnosis of poliomyelitis. 
One is the head drop, in which the examiner places his hands 
behind the patient’s shoulders and slowly raises his body. The 
patient either drags his head or raises it with difficulty if he has 
poliomyelitis. The other sign is stiffness of the neck, which is 
determined by flexing the patient’s head toward his chest. If 
these signs are absent there is small chance that the patient has 
the disease. 


Tuberculous spondylitis (Pott’s disease ) 
of the cervical spine 


P THE DIFFICULTIES IN DIAGNOSIS of tuberculous spondylitis 
(Pott’s disease) are pointed out by Gene-Ann Polk, M.D., Har- 
ry J. Cohen, M.D., and George Weiss, M.D., in the July 1, 1957, 
issue of the New York State Journal of Medicine. They state 
that the disease may simulate many neurologic and musculo- 
skeletal conditions in its early stages and it is rarely diagnosed 
within 6 months. There appears to be a slight predominance of 
the disease in males, and it is most common in children and 
young adults, with a reported incidence of 32 to 50 per cent in 
patients under 20 years and 10 to 18 per cent in patients under 
10. The bodies of the lower dorsal vertebrae are most frequent- 
ly involved, with lumbar, thoracolumbar, and cervical involve- 
ment in order of frequency. 

The disease is insidious in onset and slowly progressive. In 
the early stages there is no deformity or even tenderness. Pain 
is seldom severe even in advanced cases. The first complaints 
may be tiredness and occasional pain at the site of the lesion. 
There is spasm of the erector spinae muscles, and motions of the 
back are limited. As the process advances the spasm becomes 
more severe, the patient has a peculiar, guarded gait, and de- 
formity of the spine may occur. The disease is usually well 
recognized after complications of abscess formation and para- 
plegia have set in. Abscess formation is seen in 68 to 86 per 
cent of cases either on x-ray or at autopsy. Paraplegia is a 
late complication but may appear as the presenting symptom. 
It appears in 10 to 24 per cent of cases, and young people have 
the most favorable outcome. Structural changes in the bone 
may not be apparent radiographically for- many months. In 
children the earliest change seen is an irregularity of the edges 
or corners of the body, followed by wedging and disappearance 
of the intervertebral disk and slight irregularity of the adja- 
cent vertebral borders. The entire spine should be studied when 
the lesion is suspected since multiple foci may be present. The 
tuberculin test is positive in over 95 per cent of cases, and the 
sedimentation rate may be elevated. If material can be obtained 
from biopsy or aspiratior ier smear, culture, and guinea pig 
inoculation, tné diagnosis can be confirmed. The disease must 
be differentiated from kyphoscoliosis, acute and chronic menin- 
gitis, syringomyelitis, epidural abscess, cord tumor, and _polio- 
myelitis. 

The new antituberculous drugs have brightened the outlook 
in treatment. Surgery decreases the amount of deformity and 
shortens the hospital stay. Laminectomies to relieve pressure of 
an abscess causing paraplegia have had disastrous results in 
practically all patients. The authors report 3 cases of cervical 
tuberculous spondylitis in which nuchal rigidity was the pre- 
senting sign. Changes in the spinal fluid were present in all, 
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either elevated protein, increased pressure, or both. All were 
treated conservatively and successfully with streptomycin and 
isoniazid plus rest. ; 


Epidemiology and prevention 
of nursery-derived disease 


P a surveEY oF 15 Seattle hospitals, conducted by Reimert T. 
Ravenholt, M.D., M.P.H., Priscilla Wright, P.H.N., and Marie 
Mulhern, B.S., and recorded in the October 24, 1957, issue of 
The New England Journal of Medicine, describes the occurrence 
of suppurative morbidity in mothers and infants as a result of 
nursery-derived staphylococcal infections. Histories were ob- 
tained by telephone during the second postpartum month, from 
714 mothers delivered during October 1956. During the first 30 
days postpartum, average suppurative illness rates were: 4.3 
per cent maternal mastitis; 1.0 per cent infant mastitis; and 18 
per cent infant pyoderma. 

In one hospital an intense epidemic occurred during the 
study period. This hospital, which accounted for 10 per cent of 
deliveries, had 20 per cent of the cases of infant pyoderma, 45 
per cent of those of maternal mastitis, and 100 per cent of those 
of infant mastitis. In addition, this epidemic accounted for 75 
per cent of cases of neonatal mortality from staphylococcal dis- 
ease occurring among 1456 mothers and their infants delivered 
in 15 community hospitals during the study period. 

In the hospital where the epidemic occurred, a bacteriologic 
study was performed before the nursery was closed to new ad- 
missions. It was found that 42 per cent (8 out of 19) of the 
infants yielded the epidemic strain of staphylococci, and 25 per 
cent of infants born during this period developed pyoderma. A 
month later (a week after the nursery was reoccupied) the 
bacteriologic study was repeated, at which time no coagulase- 
positive staphylococci were found in 12 infants. Suppurative 
illness ceased abruptly with improvements in aseptic technic and 
cessation of admission of newborn infants to the regular nursery. 

Twelve per cent (5 out of 41) of infants born in Seattle 
during October 1956, and dying before the age of 3 months, 
were proved to have died of staphylococcal disease. The same 
microparasite may have been responsible in other pneumonia 
deaths. 

It was noted that an over-all incidence of 18 per cent of 
infants developing pyoderma indicated the need for considerable 
improvement in hospital care of newborn infants. Such factors 
as routine crowding of apparently well infants, minimum routine 
barriers to cross-infection between infants, and inadequate iso- 
lation of apparently infected infants are discussed. It was also 
suggested that the mother assume maximum responsibility for 
the care of the infant, and all hospital personnel observe strict 
aseptic technic whenever they assist the mother and infant. 


The prevention of hyponatremic 
congestive heart failure 


> soME OF THE EXCESSES of the newer trends in therapy of con- 
gestive heart failure may explain the increasing frequency of 
electrolyte derangements in patients with this disease, according 
to Marvin F. Levitt, M.D., in the September 1957 issue of the 
A.M.A. Archives of Internal Medicine. Clinically these patients 
are characterized by extensive disease of the heart, prolonged 
histories of recurrent episodes of circulatory failure, and in- 
tractable edema. They show considerable reductions in the 
serum sodium and chloride concentrations and signs of increas- 
ing renal failure. Hospital admission is usually prompted by in- 
creasing edema and fastness to mercurial diuretics. 

Certain practical measures in the management of congestive 
heart failure, while not precluding irreversible electrolyte de- 
rangements, may at least postpone their appearance. The amount 
of salt restriction should be determined individually by the need 
for achieving negative salt and water balance. In most cases, an 
intake of 2 to 3 grams of salt per day is adequate for maximum 
diuresis. In the cardiac patient with extreme circulatory failure, 
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there should be caution regarding the water intake. Possibly 
the best index of sudden accumulation of excess water is the 
ordinary house scale. The fluid intake should be reduced to 
1000 to 1200 cc. when a sudden weight increase or clinical de- 
terioration occurs in a seriously ill cardiac patient. Every 
diuretic should be used only as often as necessary and to 
maximum effect. Effectiveness in achieving negative water and 
salt balance should be gauged by daily weighing. Any con- 
sistent change in the response to the same diuretic should be 
cause for concern. Generally the use of the most effective mer- 
curial diuretics should follow a preliminary period of temporary 
acidification of the plasma and urine to effect maximal benefit. 
Every patient whose kidneys retain sodium, whose salt intake 
is reduced for long periods, and who is given diuretics repeat- 
edly should be maintained with potassium supplements soon 
after the diuretic is discontinued. 

Of all the quantitative measurements in the management of 
cardiac failure, none surpasses the value of daily weighing. 
Repeated study of the plasma urea or creatinine concentration 
may suggest falling renal function, which often is a concomi- 
tant of hyponatremic congestive failure. Plasma bicarbonate 
and chloride concentrations warn of impending alkalosis or 
hyponatremia far more than does the measurement of the plas- 
ma potassium concentration. The difficulty of preventing an er- 
roneously high estimate of the latter in the face of hemolysis 
and delayed separation of the serum from the cells is not ade- 
quately appreciated. 


Penicillinase in the treatment 
of penicillin reactions 


P YEARLY SALES OF PENICILLIN in the United States can now 
be expressed by the ton, and it is still the most commonly used 
antibiotic in all specialties of the medical profession. Penicillin 
reactions have been estimated as occurring in from 0.1 to 5 per 
cent of patients receiving the drug. In the September 21, 1957, 
issue of the Journal of the American Medical Association, 
Lieut. Commander Alexander M. Minno (MC), U.S.N.R., and 
Capt. George M. Davis (MC), U.S.N., describe the use of 
penicillinase to treat penicillin reactions in 32 patients. The 
enzyme penicillinase, discovered in 1940, is thought to hydrolyze 
penicillin to penicilloic acid, which is nonantigenic in penicillin 
sensitivity states. Two principal types of reaction were ob- 
served: urticaria with generalized pruritus and serum sickness 
reaction. Of 20 patients who had received previous treatment, 
2 had been given antihistamines, aspirin, and steroids; 4 had 
had salicylates, epinephrine, and antihistamines; and 14 had had 
antihistamines alone. The antihistamines were usually continued 
in conjunction with penicillinase. The usual dose of penicillinase 
was one million units in 2 cc. of sterile water intramuscularly. 
Fifteen patients were ambulatory and asymptomatic within 24 
hours of receiving penicillinase, and 5 others became so in 48 
hours. In 12, symptoms and signs disappeared in 4 to 6 days. 
Because of the variable severity of the reactions and because 4 
patients with moderately severe serum sickness reactions recov- 
ered in 24 hours with a placebo, the authors feel that definite 
conclusions as to results must await prolonged usage. Their 
impression is that penicillinase combined with antihistamines, 
lessens morbidity, decreases discomfort, reduces the likelihood 
of recurrence, and virtually eliminates the need for steroids. 


Adrenocortical function 
in long-term treatment with corticoids 


> THE SUPPRESSION of adrenocortical function and atrophy of 
the adrenal cortex that follows administration of cortisone is 
believed to be due to suppression of secretion of corticotropin. 
R. G. Larzelere, Jr., M.D., and his associates, writing in the 
June 1957 issue of the 4.M.A. Archives of Internal Medicine, 
describe a study in which corticotropin was administered to 22 
male patients who had been receiving cortisone. On the first 
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and second days of the test, each patient received 25 units of 
corticotropin by intravenous infusion over a 3-hour period. On 
the next 3 days each received another 25 units intravenously 
over a 16-hour period. The patients continued to receive their 
usual daily dose of cortisone during the study. The daily urinary 
output was assayed for 17-ketosteroids and free corticoids. To- 
tal eosinophil counts were obtained at 9 a.m. (fasting) and 3:15 
p.m. daily on the first and fifth days of the test. With similar 
criteria of cortical response to corticotropin, it has been shown 
that untreated subjects with presumably normal adrenals con- 
sistently show adequate cortical response after a single 3-hour 
infusion of 25 units of corticotropin. In this study, only 3 pa- 
tients showed an adequate normal response on the first day. The 
other 19 patients responded within the 5 days of the test; but no 
correlation was found between the daily dose of cortisone or 
duration of treatment and the day of response. The delayed 
response to stimulation with corticotropin is further evidence 
that a dormant state of the adrenal cortex is induced by corti- 
sone, even in maintenance doses. This re-emphasizes need for 
vigilance in stress situations, which may necessitate larger doses 
of cortisone to compensate for the inability of the pituitary- 
adrenal mechanism to respond spontaneously. Also, the delayed 
response to corticotropin adds further support to the clinical 
observation that sudden discontinuation of cortisone therapy is 
hazardous. Since all patients did finally respond, though some 
had received cortisone for as long as 6 years, there appears to 
be no need for intermittent withdrawal of cortisone to protect 
against irreversible atrophy; nor would intermittent courses of 
corticotropin be necessary. 


A simple, inexpensive 
colostomy appliance 


® THE SAME TYPE 40-gauge clear plastic that is used for the 
rear windows of convertible cars can be used to make a satis- 
factory colostomy appliance, according to Sidney Hirsch, M.D., 
writing in The Journal of the American Medical Association 
for October 5, 1957. A suggested design is given, showing the 
cutting and fitting with fasteners. The center hole is made large 
enough to allow use of the appliance shortly after the colostomy ; 
the conventional plastic bag fits through the central opening. 
A webbed elastic strap is attached to either end with Dot 
fasteners. 


Modern treatment 
of abruptio placentae 


P ONE OF THE MAJOR CAUSES of maternal death is hemorrhage; 
during the third trimester of pregnancy the most hazardous 
form of hemorrhage occurs in abruptio placentae. While only 
the severe grade of abruptio placentae causes death, there is a 
10 per cent mortality associated with this grade. James A. 
Merrill, M.D., writing in the October 1957 issue of California 
Medicine, describes classification and treatment for this compli- 
cation of pregnancy. 

The classification of abruptio placentae is as follows: Grade 
0, clinically unrecognizable, with a diagnosis based on examina- 
tion of the placenta after delivery; Grade I, external bleeding 
only, or mild uterine tetany, with no evidence of maternal 
shock; Grade II, uterine tetany, possibly uterine tenderness, 
possibly external bleeding, fetal distress, but no evidence of 
maternal shock; and Grade III, evidence of maternal shock or 
coagulation defect, uterine tetany, and intrauterine death of the 
fetus. Prognosis is based on timing of treatment as related to 
grade of the complication; in Grade III the author has found 
the incidence of serious maternal complications to rise when de- 
livery is delayed more than 6 hours. In Grade II, fetal mortal- 
ity was reduced by performance of immediate cesarean section. 

Systemic effects to be considered in treatment of the severe 
grades are as follows: clinical shock, perhaps out of proportion 
to blood loss or hypotension; disseminated deposition of fibrin; 
defibrination of the blood, sometimes resulting in inability to 
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coagulate; ischemia of the renal cortex, with varying degrees 
of necrosis; and activation of a fibrinolysin in the plasma. The 
basic pathologic change is considered to be acute intravascular 
coagulation with disseminated deposition of fibrin; the systemic 
events may result from escape of biologically active materials 
from the placental separation site into the maternal circulation. 

The grade III of abruptio placentae should be treated as 
follows: Immediate laboratory studies must be done, including 
typing and crossmatching of blood, determination of hemoglobin, 
hematocrit, and estimate of plasma fibrinogen. The “clot ob- 
servation test” furnishes a quick estimate of fibrinogen when 
immediate laboratory studies are not available; this can be car- 
ried out at bedside. Vaginal examination is done as soon as the 
patient’s condition permits, and the’ membranes should be rup- 
tured as soon as the diagnosis is confirmed, even in case of an 
“unripe” cervix. Amniotomy may serve both to induce labor 
and to lessen intrauterine pressure, thus halting the progression 
of the systemic effects. 

Prompt replacement of fibrinogen should be undertaken, 
and transfusion of fresh whole blood. Four grams of fibrinogen 
is a recommended minimum, but three times this amount may 
be necessary to restore hemostasis. The use of plasma ex- 
panders is probably contraindicated, as discussed by the author, 
because of the possible effect on the already-low coagulation 
action. This therapy must precede consideration of operative 
delivery, since surgical intervention would be hazardous in case 
of a clotting defect. Choice of mode of delivery is based on 
the condition of the cervix, the state and effectiveness of labor, 
and the degree of shock; cesarean section is frequently the 
method of choice, even if the fetus is dead. 

Postpartum care is equally important, since renal failure is 
a common secondary complication. Blood lost is carefully re- 
placed, and great care is also given to fluid and electrolyte bal- 
ance. Overhydration is considered especially harmful. Artificial 
dialysis may be necessary in some cases. Even though fibrino- 
gen levels may return rapidly to normal, renal lesions are not 
always reversed, or at least so rapidly. 

In managing cases of the grade II, the principles of treat- 
ment are the same—since Grade II may advance to Grade III 
with inadequate management. If fetal heart tones are present 
and if there is no sign of immediate vaginal delivery, cesarean 
section is justified in order to save the baby as well as the 
mother. 

The milder cases are managed conservatively, since these 
rarely progress to the more serious forms. Artificial stimulation 
of labor will almost always result in a successful vaginal 
delivery. . 


Senile vertigo caused by 
a curable cervical myopathy 


P VERTIGO IS CLASSIFIED as symptomatic when it is due to a 
well-defined disease and as essential when it represents a 
malady in its own right. M. G. Good, M.D., in the July 1957 
issue of the Journal of the American Geriatrics Society, says 
that essential, or primary, vertigo is a disease for most part 
overlooked or wrongly diagnosed as otogenous. Cervicomuscular 
vertigo is a primary disease due to functional myopathy of cer- 
vical muscles. The chief complaint is of more or less frequent 
attacks of transient giddiness occurring on movement of the 
head or neck, bending the trunk downward, or sudden change 
from a sitting or recumbent position. On light palpation, paral- 
lel to the course of muscle fibers, small muscular zones can be 
felt that are denser and harder than the surrounding areas. 
Pressure on these “myalgic zones” causes agonizing pain and 
involuntary jerking of the head, arm, or shoulder. This reflex 
is pathognomonic and essential to the diagnosis. The charac- 
teristic myalgic zones are almost always found in the upper 
third of the trapezius muscles. The disease seems to be essen- 
tially a myoangiosis, that is, a dysfunction of the vasculature, 
in that it does not respond reflexly upon contraction of the 
affected skeletal muscle with vasodilatation and the resulting 
increased blood supply essential for physical exertion. Cervico- 
muscular vertigo may be of traumatic, rheumatic, or of unde- 
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termined origin. Senile vertigo may be present in over 60 per 
cent of men over the age of 65 and of women over age 60. In 
the majority of cases in the author’s experience, it has been due 
to senile cervical myopathy. Treatment of cervicomuscular ver- 
tigo consists of physical therapy followed by massage or the 
intramuscular injection of 1 to 2 cc. of 2 per cent procaine solu- 
tion. Procaine has given gratifying results and has provided a 
permanent cure in hundreds of cases. 


Management of renal trauma 


> EDWARD PARKHURST, M.D., and Ernest K. Landsteiner, M.D., 
in the October 1957 issue of Surgery, Gynecology and Ob- 
stetrics, say that in trauma, unlike most forms of renal disease, 
there is considerable question about the best treatment in each 
individual case. There is a conservative school of thought, which 
believes that nonoperative treatment usually gives the best re- 
sults, and a group favoring early surgical exploration. The au- 
thors feel that any rationale of therapy must be based on similar 
cases and cannot be made to include all injuries as a group. 
Accordingly they classified 50 cases of renal trauma into four 
groups: minor contusion, major contusion, major contusion with 
intrarenal extravasation, and major contusion with extravasation 
outside the kidney. Of the 50 patients, 38 had minor contusion 
or major contusion without extravasation of urine. Conserva- 
tive supportive therapy appeared to give excellent immediate 
and long-term results. In 6 cases there was major contusion 
with intrarenal extravasation of urine, and all of these were 
treated conservatively. The authors feel that in 3 of these cases 
operative intervention might have hastened recovery and prevent- 
ed intrarenal and perirenal scarring as a late complication. The 6 
remaining patients had major renal injury with extravasation . 
of urine outside the kidney. Early surgery to remove a shat- 
tered kidney or to repair and drain a less damaged kidney 
seemed to be the treatment of choice. In most cases this can 
and should be deferred until the patient’s condition is stabilized 
and necessary diagnostic procedures have been done. 

The authors conclude that accuracy of diagnosis is essential 
to ideal treatment. Excretory urograms are of prime importance 
to determine the presence of a functioning kidney on the unin- 
jured side, but such studies often fail to give sufficient informa- 
tion about the damaged kidney, particularly in more severely 
injured patients. Thus cystoscopy and retrograde pyelograms 
made with an acorn-tip catheter should be done unhesitatingly 
whenever necessary. In cases in which emergency surgery is 
deemed necessary to prevent fatal hemorrhage, the presence of 
a functioning kidney on the uninjured side must be preopera- 
tively determined even if this entails cystoscopy and retrograde 


pyelography. 


Obserying patients 
—a vanishing art 


P DESPITE THE BRILLIANT SIDE of American medicine, with its 
great dependence on routine physical examinations, plus much 
laboratory and roentgenographic work, many childish mistakes 
in diagnosis are being made because of the physician’s failure to 
really observe the patient. In the July 1957 issue of the Medical 
Clinics of North America, Walter C. Alvarez, M.D., points out 
that the physician should not accept the carelessly written state- 
ments found in routine histories but should constantly cross- 
question patients to determine exactly what they did mean. 
When a patient says he has a pain in his abdomen, an extra 
question may show that he had a widespread, vague “misery,” 
or a burning, or “butterflies,” so that the condition may be some- 
thing very different, usually with a different connotation. Such 
errors are not all being made by overworked general practition- 
ers in backwoods areas; many are made by teachers of medi- 
cine, sometimes by distinguished ones. Failure to recognize mild 
psychoses is one cause of diagnostic errors. The author stresses 
the lack of observation and curiosity he has observed in many 
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years of working with young assistants who were supposedly 
well qualified, and suggests a medical school course in which 
the students would learn simply by looking at patients and talk- 
ing to them. The students would be shown patients with a 
bizarre behavior, peculiar posture, a strange walk, a tremor, a 
limp, or a peculiar way of talking. The teacher would be en- 
couraged to acquire collections of films showing facial expres- 
sions and postures and gaits of various types. Alvarez main- 
tains that such a course is justified even in the full curriculum 
of today because of the many inexcusable errors in diagnosis— 
inexcusable because a senior medical student could have told 
what was wrong with one “thinking look” at the patient or with 
one searching question. 


Cervical rib and 
thrombosis of the subclavian artery 


> THROMBOSIS OF THE subclavian artery as the result of cervi- 
cal rib compression, in most reported instances, leads to at least 
some degree of permanent deformity in the involved extremity, 
according to Henry A. Shenkin, M.D., in the September 28, 
1957, issue of the Journal of the American Medical Association. 
Despite this fact, conservative treatment is generally recom- 
mended when symptoms are mild. On the basis of 3 patients 
who suffered a subclavian arterial thrombosis as a complication 
of a mild cervical rib syndrome, the author feels that the indi- 
cations for surgical decompression of the subclavian artery in 
the presence of a surgical rib should be broadened. Since throm- 
bosis can occur so insidiously, it cannot be recommended that 
such patients be watched for an increase in symptoms before 
decompression of the subclavian artery is considered. This is 
especially true since elective operation to decompress the sub- 
clavian artery and/or the brachial plexus is not at all a for- 
midable procedure. It requires the section-of the anterior scalene 
muscle and often the removal of a portion of the cervical rib. 
The author concludes that surgical intervention should be ad- 
vised as a prophylactic as well as a therapeutic measure when- 
ever a cervical rib produces even mild symptoms and arterial 
compression in some position can be demonstrated. In his series 
of patients, interruption of the sympathetic innervation to the 
upper extremity after thrombosis had occurred was definitely 
beneficial. 


Periodic examination 
of well patients 


» accorpINnG To John H. Sisson, M.D., in the September 1957 
issue of the Medical Clinics of North America, the value of 
periodic examination of well patients is proved by the fact 
that on initial examination 33 per cent of those examined have 
a previously unrecognized disease and another 50 per cent have 
a known disease requiring treatment or observation. 

The history should be clear and concise, and every fact 
presented should be dated as accurately as possible. The sym- 
pathetic co-operation of the patient is essential to gain his con- 
fidence and thus obtain a complete and accurate history. Since 
little is known about the early stages of some diseases, by 
careful history-taking, the physician still has a rare opportunity 
to add a useful bit of clinical investigation to the wealth of 
medical knowledge. After the physical examination, screening 
laboratory tests should include hematocrit, erythrocyte sedimen- 
tation rate, leukocyte count, examination of a smear of periph- 
eral blood, nonprotein nitrogen, blood sugar, serologic test for 
syphilis, urinalysis, examination of stool for occult blood, elec- 
trocardiography, and roentgenogram of the chest. Proctosig- 
moidoscopy preceded by a digital examination should be done 
in all persons over 45. In view of recent reports of the effects 
of radiation, the use of medical x-rays should be reduced, and 
they should not be used for screening examinations, except 
for the chest film. The indiscriminate use of the office fluoro- 
scope should be condemned. Other tests include the determina- 
tion of protein-bound iodine in the blood, which is preferable 
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to the basal metabolism test; a cell examination for uterine 
cancer, which should be part of every woman’s annual examina- 
tion; and exfoliative cytologic examinations for detection of 
malignant disease. A written report of the results of the ex- 
amination should be sent to the patient. Such a report is val- 
uable not only to the patient and his family but also in making 
the physician summarize his findings coherently. 


Role of the general practitioner 
in prevention of blindness 


P THROUGH THE YEARS, the relative importance of various 
causes of blindness has varied, according to Andrew de Roetth, 
M.D., and Purman Dorman, M.D., in an article appearing in 
The Journal of the American Medical Association for August 
3, 1957. Infections, once a leading cause for loss of sight, have 
declined in importance since the advent of antibiotics. Prenatal 
treatment of gonorrhea-infected mothers, the use of corti- 
costeroids for sympathetic ophthalmia and withholding them in 
herpes simplex virus infections, and the proper selection of 
antibiotics for superficial bacterial eye infections are examples 
of improved therapy. Retrolental fibroplasia, a very common 
cause of blindness in 1952, declined as soon as it was recog- 
nized that it was caused by oxygen poisoning. 

As the number of persons in the older age bracket has in- 
creased, the incident of certain types of blindness has risen. 
General diseases, such as arteriosclerosis, hypertension, nephri- 
tis, and particularly diabetes, have been major causes of blind- 
ness among the aged. Even among patients in whom diabetes 
is well controlled, progressive blindness is common. Cataracts, 
too, are more common because more people are reaching cata- 
ract age; although treatment has improved, the cause remains 
unknown. 

Blindness of prenatal origin accounts for another portion of 
the blind population. It may be hereditary, genotypic blindness 
or may result from intrauterine damage to the fetus. In young 
children and in industrial workers, trauma causes a great deal 
of blindness. Neoplasms, a relatively minor cause, may become 
even less prominent with improved diagnostic and therapeutic 
means, particularly in young children. 

A large portion of blind persons suffer from conditions for 
which the causes are “unknown to medical science.” In that 
group would be senile cataract, glaucoma, and senile degenera- 
tive changes of the choroid and retina. Early treatment seems 
to be the only answer, particularly in the case of glaucoma, and 
much research remains to be done in all these conditions. 


Clinical and x-ray evaluation 

of Donnatal and Donnatal Extentabs 
in functional disturbances 

of the gastrointestinal tract 


P FUNCTIONAL DISORDERS of the gastrointestinal tract, usually 
treated by such variable means as psychotherapy, antispas- 
modics, sedatives, diet, heat, and other forms of physiotherapy, 
have been experimentally managed by use of Donnatal and 
Donnatal Extentabs by Lionel Marks, M.D., and the results 
reported in The American Journal of Gastroenterology of Feb- 
ruary 1957. This medication contains hyoscyamine sulfate, 


_atropine sulfate, hyoscine hydrobromide, and phenobarbital, and 


is administered in tablet form two or three times a day. 

Roentgenographic and physical examination was conducted 
both before and after therapy in 100 patients, and clinical re- 
sults were checked. In the majority of cases, there was marked 
relief of symptoms (spasm and gastric irritability) in a short 
time; roentgenographic evidence also showed relief from spasm. 
There were no deleterious side effects noted, and side benefits 
such as relief from insomnia were found in some instances. 
Patients with gastric or duodenal ulcers were also given this 
medication along with diet therapy and aluminum hydroxide; 
recovery was dramatic in several instances. 
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> Books for review which were received during the period 
from September 5 to October 5 are listed on advertising pages 
129 and 130. Reviews of these books will be published as space 
permits. 


B® ALLERGIC DERMATOSES DUE TO PHYSICAL AGENTS. Edit- 
ed by Rudolf L. Baer, M.D., Associate Professor of Clinical Dermatol- 
ogy and Syphilology, New York University Postgraduate Medical School. 
Cloth. Pp. 110, with illustrations. Price $3.00. J. B. Lippincott Com- 
pany, E. Washington Square, Philadelphia 5, 1956. 


This pocket-sized book is a series of discussions by six au- 
thors. The first section, written by Rudolf L. Baer, M.D., re- 
views the “Present Status of Differentiation of Allergic and 
Nonallergic Hypersensitivity.’ To physicians in contact with 
these problems, it presents a logical sequence; it might be said 
that this section puts in writing practical conclusions most physi- 
cians have not been able to express. 

“Hypersensitivity to Trauma” is discussed by Allan L. 
Lorincz, M.D. Dermographism, with its clinical ambiguities, is 
reviewed with clinical and theoretical facets merging. “Eczema- 
tous and Polymorphous Hypersensitivity to Light” is ably writ- 
ten by Herman V. Allington, M.D. “Urticarial Hypersensitivity 
to Light” is discussed by Stephan Epstein, who correlates the 
more practical features, including treatment, with theory. The 
concluding chapters, “Hypersensitivity to Heat,” by Otis F. Jill- 
son, M.D., and “Cutaneous Sensitivity to Cold,” by Sylvia F. 
Griem, M.D., and Stephen Rothman, M.D., cover current think- 
ing about the thermal allergies. 

This book should be basic reading for all students, and 
should also be closely read by those whose medical practice 
concerns dermatology and allergy. It is not a book from which 
patients will be treated, but one that will help guide thinking and 
basic understanding of disturbed bodily function—therefore 
making the physician better for having read it. 


A. P. Ucsricnu, D.O. 
Daniev Koprince, D.O. 


&® RECENT ADVANCES IN ANAESTHESIA AND ANALGESIA, 
Including Oxygen Therapy. By C. Langton Hewer, M.B., B.S., 
M.R.C.P., F.F.A.R.C.S., and J. Alfred Lee, M.R.C.S., L.R.C.P., 
M.M.S.A., F.F.A.R.C.S. Ed. 8. Cloth. Pp. 280, with illustrations. Price 
$8.50. Little, Brown & Co., 34 Beacon St., Boston 6, 1957. 


This is the eighth edition of a popular English reference 
book which is re-edited at 3 to 4 year intervals. Stress is placed 
throughout on the newer clinical applications in anesthesia 
which have appeared since the last edition of this book in 1953. 

Those in the field of anesthesiology who have kept abreast 
of their specialty in current reading will find little that is re- 
markably new. There is a chapter dealing with some ingenious 
English additions to anesthesia apparatus, which may either 
whet the appetite or cause further frustration, according to the 
temperament of the reader. 

The chapter on muscle relaxants is quite adequate, and the 
reviewer is in complete accord with the opinion of the authors 
that the introduction of specific muscle relaxants has proved 
one of the greatest advances of the past 20 years, and that if 
these agents are properly used the risk of the anesthesia is not 
increased. 

The chapter on subarachnoid anesthesia commands interest. 
The autoclaving of spinal ampules is recommended, and with 
this recommendation the reviewer agrees. 

In summary, this text is a concise condensation of addi- 
tions in the field of anesthesiology since 1953. As such it can 
be considered to be a valuable addition to the library of the 
practicing anesthesiologist. 

A. A. Gotpen, D.O. 
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& DIAGNOSIS AND TREATMENT OF CARDIOVASCULAR DIS- 
EASE. Parts I and II. Edited by William D. Stroud, M.D., F.A.C.P., 
Professor of Cardiology, University of Pennsylvania Graduate School of 
Medicine, and Morris W. Stroud, III, M.D., Associate Professor of 
Medicine, Western Reserve University, and contributors, Ed. 5, Cloth. 
Pp. 1702, with illustrations. Price $35.00. F. A. Davis Company, 1914-16 
Cherry Street, Philadelphia 3, 1957. 


Because of the vastness of the field, fifty-nine of America’s 
foremost authorities have contributed their knowledge to this 
fifth edition. It has been radically revised and expanded to in- 
clude the noteworthy opinions on the clinical applications of the 
most recent advancements in cardiovascular research. Particu- 
larly outstanding are Dr. Claude S. Beck’s chapter, Surgery of 
the Heart and Pericardium, and the chapter, Surgery of the 
Cardiovascular System, by Dr. Robert R. Glover and Dr. Julio 
C. Davila. Once more attention should be drawn to the chapter, 
Electrocardiography, by Dr. Samuel Bellet and Dr. Thomas M. 
McMillan. The new and thoroughly comprehensive index cor- 
rects a criticism of previous editions. 

The number of contributors results in some overlapping of 
information, but the editor considers this justifiable in view of 
the fact that authorities seldom have the same opinions about 
everything. The reading of it, which inspires comparison and 
evaluation, is therefore thought provoking. 

The new material and revisions maintain Stroud’s usual 
splendid standards, making the edition one of the most authori- 
tative and complete reference books available. Every physician 
should have access to it. 


& UROLOGIC INJURIES IN GYNECOLOGY including Vesicovaginal 
Fistula, Stress Incontinence and Ureteral Injuries. By Henry C. 
Falk, M.D., F.A.C.S., Clinical Professor of Gynecology and Obstetrics, 
New York University, Graduate School, 1931-1954, Director of Gynecol- 
ogy, French Hospital, New York, Director of Gynecology and Obstetrics, 
Beth Israel Hospital, New York, Consultant Gynecologist, Rockaway 
Beach Hospital, New York, Consultant Gynecologist, Harlem Hospital, 
New York, Consultant Gynecologist, Barnert Hospital, Paterson, N.J.. 
Diplomate of American Board of Obstetrics and Gynecology, Fellow of 
American College of Obstetrics and Gynecology; Edited by Claude E. 
Heaton, M.D., Associate Professor of Obstetrics and Gynecology, New 
York University College of Medicine, Attending in Obstetrics and Gyne- 
cology, Bellevue Hospital, New York, Associate Attending in Obstetrics 
and Gynecology, Lenox Hill Hospital, New York, Attending in Obstetrics 
and Gynecology and Director of Obstetrics, French Hospital, New York, 
Attending in Obstetrics and Gynecology, University Hospital, New York, 
Diplomate American Board of Obstetrics and Gynecology, Fellow, Ameri- 
can College of Obstetrics and Gynecology. Cloth. Pp. 265, with illustra- 
tions. Price $7.50. F. A. Davis Company, 1914-16 Cherry Street, Phila- 
delphia 3, 1957. 


It is often necessary for gynecologists to diagnose and treat 
injuries to the urinary organs which have occurred in the course 
of obstetric procedures. The therapeutic measures used in such 
disorders as vesicovaginal fistula and stress incontinence must 
be carried out precisely. For this reason Dr. Falk uses excellent 
large, lifelike drawings to illustrate surgical technics. The ac- 
companying text is explicit and highly practicable and it is set 
in unusually large type. The index is extensive. 


& PEDIATRIC CARDIOLOGY. By Alexander S. Nadas, M.D., 
F.A.A.P., Assistant Clinical Professor of Pediatrics, Harvard Medical 
School; Cardiologist, The Children’s Hospital; Physician, Sharon Car- 
diovascular Unit, Children’s Medical Center, Boston. Cloth. Pp. 587, 
with illustrations. Price $12.00. W. B. Saunders Company, W. Wash- 
ington Square, Philadelphia 5, 1957. 


Stated by the author to be a handbook on clinical recogni- 
tion and management of heart diseases in children, “Pediatric 
Cardiology” is intended for the pediatrician, general practitioner, 
and medical student. 
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Although the material covers only the author’s latest 10 
years as cardiologist to a group of children’s hospitals, his long 
experience as pediatrician and teacher is the matrix in which 
these most recent experiences have developed. 

The book is largely subjective and makes no pretense to 
being a comprehensive source of reference. Important diseases 
and therapeutic procedures such as hypothermia and open heart 
surgery have been treated only briefly. The author’s avowed 
purpose was to write “a do-it-yourself cardiology.” His asso- 
ciate who writes the Foreword believes that he has succeeded. 

The tools of diagnosis, including radiology, cardiology, 
phonocardiology, cardiac catheterization, and angiocardiography, 
are first discussed. Sections on acquired and congenital heart 
disease in children follow; and a small section is devoted to 
such rare and difficult to diagnose disorders as cardiac tumors 
and hypertensive heart disease, including essential hypertension, 
renal disease, and phoochromocytoma. The book ends with a 
section on anesthesia for children with heart disease, written by 
the chief anesthesiologist of the Children’s Medical Center, 
Boston. 


B® MYSTERIOUS WATERS TO GUARD (Essays and Addresses on 
Anaesthesia). By Wesley Bourne. Cloth. Pp. 398, with illustrations. 
Price $8.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1955. 


The realm of scientific knowledge, however fascinating for 
its own sake, takes on an extra dimension when interpreted 
through philosophy and the arts. Men who can successfully 
combine these disciplines are exceedingly rare; when we en- 
counter them we recognize immediately that in understanding 
they are head and shoulders above the most skilled of technicians. 

Wesley Bourne has not lost touch with the everyday needs 
of patients, either in his technical skills or his appreciation of 
the classics. Neither has an aura of learning precluded continu- 
ing knowledge of bodily function. The topic of “mysterious 
waters” has an occult flavor, but it actually concerns the inter- 
cellular fluids of the body—which are obscure only in their 
function. 

This book is not directly helpful in delineating specific tech- 
nics for the induction of anesthesia, yet its scope provides 
ground upon which new and individual technics can be super- 
structured, since by continued contact with the fields of general 
learning it is possible to gain freedom from the slavery of ac- 
cepted methods—not by discarding them, but by superseding them. 


® LECTURE NOTES ON THE USE OF THE MICROSCOPE. By 
R. Barer, M.C., M.A., B.Sc., M.B., B.S.; University Demonstrator in 
Anatomy, University of Oxford, Late Johnston, Lawrence and Moseley, 
Research Fellow of the Royal Society. Ed. 2. Cloth. Pp. 76, with illus- 
trations. Price $1.50. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill., 1957. 


The microscope, a second right hand to many physicians, is 
actually a very complicated device. Because of its importance, 
instruction in its use is obligatory for anyone who is to employ 
it intelligently. Often the medical curriculum does not leave 
room for formal instruction in microscopy, and this little book 
is designed to fill the omission. Either for the practicing physi- 
cian or the student, the book gives simple but thorough instruc- 
tion in this subject. 


> CRYPTORCHISM. By Charles W. Charny. M.D., Associate Attend- 
ing Urologist, Albert Einstein Medical Center, Southern Division, Phila- 
delphia; and William Wolgin, M.D., Assistant Urologist, Albert Einstein 
Medical Center, Southern Division, Philadelphia. Cloth. Pp. 140, with 
illustrations. Price $5.85. Paul B. Hoeber, (Medical Book Department 
of Harper & Brothers) 49 E. 33rd St., New York 16, 1957. 


It is estimated that approximately 0.2 per cent of adult men 
in the United States are sterile as a result of bilateral cryp- 
torchism. 

The two divergent concepts of the reason for spermatogenic 
deficiency in cases of undescended testes are discussed in “Cryp- 
torchism.” One concept holds the cause to be congenital, the 
other, environmental. A second moot point relates to the time 
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at which treatment for the condition should be initiated—if at 


all. Other debatable issues which the authors undertake to settle 


include orchiopexy versus orchiectomy and the value of endo- 
crine administration. 

The one unchallenged advance in the study of the problem 
is the serial biopsy, performed during and after surgery, to de- 
termine the success of the operation according to the extent of 
progressive changes in the seminiferous tubules. Biopsy is also 
a means of histologic comparison between the undescended and 
scrotal testis, so that deleterious effects of malposition may be 
determined early and treatment initiated. 

After a definition of the nomenclature, the authors trace 
the subject of the testicle from its embryology to results of its 
treatment. In a brief resume of the latter subject, they present 
what they believe to be the only indications for the various 
means of treating cryptorchism: Gonadotrophin in small doses 
is of value only as a diagnostic and therapeutic test. Larger 
doses are not recommended. Orchiopexy is advised only before 
age 10 in boys with bilateral cryptorchism. And the perform- 
ance of orchiectomy is recommended only for the hypoplastic 
testis in a unilateral cryptorchid, if fear of cancer is a major 
factor, and during operation for hernia in an adult unilateral 
cryptorchid. 

References are given at the end of each section, and a 
bibliography and brief index close the book. It should be of 
value to the general surgeon faced with this important problem. 


® CLINICAL PROCTOLOGY. By J. Peerman Nesselrod, B.S., M.S., 
M.Sc. (Med.), M.D., F.A.C.S., F.A.P.S., Assistant Professor of Surgery, 
Northwestern University Medical School; Attending Surgeon, Division 
of Proctology, Evanston Hospital, Evanston, Illinois; Diplomate American 
Board of Proctology; Captain (MC), USNR. Ed. 2. Cloth. Pp. 296, 
with illustrations. Price $7.00. W. B. Saunders Company, West Wash- 
ington Square, Philadelphia 5, 1957. 


As in the first edition of this book, the author again has 
compiled in less than 300 pages all necessary information for 
the general practitioner to deal with the majority of proctologic 
problems that he will encounter. This new edition covers the 
many new and useful advances in the field. The skillful organi- 
zation of the first edition has been kept intact, but the discus- 
sion of diagnostic procedures has been revised in considerable 
detail and is extremely useful for the internist who wishes to 
become proficient in proctoscopy. 

Again comment should be made on the unusually clear style 
of the author with his careful and painstaking explanations that 
make the text so easily understood. Graphic drawings, excellent 
photographs, and an extremely functional table of contents and 
index add to its usefulness. 


B® PRACTICAL OTOLARYNGOLOGY. By Gervais Ward McAuliffe, 
M.D., F.A.C.S., F.1.C.S., Associate Clinical Professor of Otolaryngology, 
Cornell University Medical College, Attending Otolaryngologist, New 
York Hospital, Diplomate, American Board of Otolaryngology, American 
Triological Society, American Board of Plastic Surgery, Harvey Society, 
Pan-Pacific Surgical Association. Cloth. Pp. 320, with illustrations. Price 
$7.00. Landsberger Medical Books, Inc. Distributed by McGraw-Hill 
Book Company, 330 W. 42nd Street, New York 36, 1957. 


This text is the latest in a series of handbooks for the gen- 
eral practitioner. Its convenient size, clear-cut organization, use 
of outlines, and large typeface will be much appreciated. Each 
section on.the ear, nose, and throat begins with a careful study 
of the organ’s anatomy as the author believes an accurate con- 
cept of physical structure is necessary before diagnosis and 
treatment of diseases and malformations can be made. He has 
included several of his own line drawings to illustrate these 
anatomic explanations. 

Problems of the ear are taken up first and the author de- 
votes an entire chapter to mastoid. The next section concerns 
diseases of the external nose, the common cold, sinusitis, post 
nasal drip, and surgery of the paranasal sinuses. The third 
section reviews the most up-to-date knowledge on the pharynx 
and tonsils and includes the wet-suction technic in the treatment 
of tonsil infections. 

Two vital chapters conclude the work. The first is a review 
of the most important maxims on testing, diagnosis, and treat- 
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ment of ear, nose, and throat disorders and the last is a dis- 
cussion on emergencies in otolaryngology. 


p THE TREATMENT OF BURNS. By Curtis P. Artz, M.D., 
F.A.C.S., Lt.Col., MC, USA (Ret.), formerly, Director, Surgical Re- 
search Unit, Brooke Army Medical Center, Fort Sam Houston, Texas; 
presently, Associate Professor of Surgery, University of Mississippi 
Medical Center, Jackson, Mississippi; and Eric Reiss, M.D., American 
Cancer Society Scholar and Instructor in Medicine, Washington Univer- 
sity School of Medicine, St. Louis, Missouri. Cloth. Pp. 250, with illus- 
trations. Price $7.50. W. B. Saunders Company, West Washington 
Square, Philadelphia 5, 1957. 


Intended as a guide for the clinician who is called upon to 
treat severe burns only rarely, this work presents the most use- 
ful and practical knowledge on the subject. The book specifical- 
ly concentrates on the fact that the proper care of burns does 
not begin and end with management of the wound, since the 
wound evokes a systemic response reflected as a myriad of 
pathophysiologic processes and involves aspects of therapy such 
as fluid balance, anesthesia, surgical technic, nutrition, treatment 
of infection, physiotherapy, and psychotherapy. 

The text begins with a discussion of the scope of the burn 
problem as seen in civilian and military practice. Subsequent 
chapters discuss general immediate care and repair and replace- 
ment. One chapter is devoted to burns of specific areas. The 
rest of the work deals with the pathophysiologic processes in- 
volved and their specific management. A program for treatment 
of burns in a disaster is outlined in the final chapter. Well or- 
ganized and illustrated, this book demonstrates to the reader 
just how much can be done to restore the burned patient to nor- 
mal appearance and function. 


Bb GOEPP’S MEDICAL STATE BOARD QUESTIONS AND AN- 
SWERS. By Harrison F. Flippin, M.D., Professor of Clinical Micro- 
biology, The Graduate School of Medicine, The University of Pennsyl- 
vania. Ed. 9, Cloth. Pp. 569. Price $8.00. W. B. Saunders Company, 
West Washington Square, Philadelphia 5, 1957. 


Because the last 7 years have almost revolutionized diagnosis 
and treatment of many medical disorders, it was necessary that 
sections of this text be entirely rewritten to remain useful to 
medical students In particular, chapters on anatomy and pa- 
thology have been revised and more space has been given to the 
sections on chemistry, physiology, pharmacology, and clinical 
pathology. Some of the new material includes questions and 
answers on ACTH, new antimicrobial agents, measures for the 
control of malignant diseases, new cardiovascular drugs, im- 
provements in anticoagulant therapy, a better understanding of 
water and electrolyte balance, new surgical techniques, espe- 
cially in cardiovascular surgery, and the tranquilizers. Now up 
to date, this work can faithfully serve its readers as it has for 
the past 50 years. 


B® PERIPHERAL CIRCULATION in health and disease. By Walter 
Redisch, M.D., F.A.C.P., Associate Professor of Clinical Medicine, New 
York University College of Medicine; and Francisco F. Tangco, M.D., 
B.S., Assistant Professor of Medicine, University of the Philippines 
Medical School, Manila, P.I.; Research Fellow, New York University 
College of Medicine; with a special section by R. L. deC. H. Saunders, 
M.D., F.R.S.E., Professor and Head of the Department of Anatomy, 
Dalhousie University Medical School, Halifax, Nova Scotia, Canada, and 
associates. Cloth. Pp. 154, with illustrations. Price $7.75. Grune & 
Stratton, Inc., 381 Fourth Avenue, New York City 16, 1957. 


Development of a large number of synthetic drugs with ac- 
tion on the circulatory system has caused renewed interest in 
the treatment of peripheral vascular disorders, and this new 
book is well planned for use by students and general practi- 
tioners as well as by the worker particularly interested in the 
field of vascular disease. 

Sections on anatomy and physiology of the vascular system, 
with both simple and complicated laboratory procedures for 
testing the circulation, are followed by a section on pathologic 
alterations, the diseases to which they give rise, and the result- 
ing adjustments. Thereafter both medical and surgical means 
of combatting the arterial and venous disorders are discussed. 
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Illustrations are limited except for the final section which 
supplies some hitherto unknown facts concerning the anatomy 
and functional distribution of the blood channels that supply 
the human skeletal muscles. Using fine grain radiopaque agents 
with particles no larger than blood cells, Dr. Saunders has been 
able to demonstrate microradiographically for the first time the 
most minute vascular patterns of human muscle and skin. 

An extensive bibliography is an integral part of the book. 


® HANDBOOK ON POLIOMYELITIS. By Joseph Trueta, M.D., 
D.Sc. (Hon.) (Oxon.), F.R.C.S. (Hon.) (Canada), F.R.C.S.; Nuffield 
Professor of Orthopaedic Surgery, University of Oxford; and A. B. 
Kinnier Wilson, M.A., M.B., M.R.C.P., D.P.M., Member of the Scientific 
Staff, Medical Research Council, at The Institute of Orthopaedics, Lon- 
don and at The Poliomyelitis Centre, Hendon Infectious Diseases Hos- 
pital and The Royal National Orthopaedic Hospital, Stanmore, Middle- 
sex; and Margaret Agerholm, M.A., B.M., B.Ch., (Oxon.), Assistant, 
Nuffield Department of Orthopaedic Surgery, Nuffield Orthopaedic Centre, 
Oxford. Cloth. Pp. 139, with illustrations. Price $3.75. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Illinois, 1957. 


' In this handbook the study of the disease is somewhat ar- 
bitrarily divided into three sections: the virus, in the laboratory 
and in the human body, and its spread through the community ; 
the respiratory disorders that account for the lethality of the 
disease; and paralysis of the muscles of movement and its conse- 
quences. Each of the authors is mainly but not exclusively re- 
sponsible for one of the sections. 

The material is adequately covered and illustrated. Great 
emphasis is placed on management of the recovery period and 
rehabilitation. Particular reference is made to control measures 
and the more recent advances in immunization. 

The handbook is meant especially for the general practi- 
tioner in the infectious disease hospital. Its reference value is 
considerably lessened by absence of a table of contents and by a 
poorly organized and inadequate index. 


® ATLAS OF CLINICAL ENDOCRINOLOGY Including Test of 
Diagnosis and Treatment. By H. Lisser, A.B., M.D., Clinical Professor 
Emeritus of Medicine and Endocrinology, University of California School 
of Medicine, San Francisco; Former President, The Endocrine Society; 
and Roberto F. Escamilla, A.B., M.D., Clinical Professor of Medicine, 
University of California School of Medicine, San Francisco; Civilian 
Consultant and Chief of Endocrine Clinic, Lettermen Army Hospital, San 
Francisco. Cloth. Pp. 476, with illustrations. . Price $18.75. The C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1957. 


Because of the obvious physical manifestations, most endo- 
crine disorders are better demonstrated with photographs than 
with lengthy written descriptions. The authors have therefore 
compiled an atlas, making excellent use of photographs to illus- 
trate the “before and after” of endocrine disorders and to show 
the appearance of affected organs and of abnormal glands. The 
accompanying abbreviated text concisely presents methods of 
diagnosis and therapy. 

In the belief that most physicians have not treated a wide 
variety of endocrine problems, useful examples of all endocrine 
disorders are shown. The fundamentals of endocrine physiology, 
pathology, and chemistry have been omitted, being considered 
neither appropriate nor necessary. Because diabetes mellitus 
cannot be well illustrated graphically, it has also been left out. 

In the authors’ words, “... an atlas . . . will provide the 
simplest and most direct avenue for learning and understanding 
clinical endocrinopathies.” This volume, by and for clinicians, 
will be helpful to any general practitioner, as well as to special- 
ists and surgeons. 


® CLUES TO SUICIDE. Edited by Edwin S. Schneidman, Ph.D.; and 
Norman L. Farberow, Ph.D. Foreword by Karl A. Menninger, M.D. 
Cloth. Pp. 227, Price $5.50. The Blakiston Division, McGraw-Hill Book 
Company, 330 W. 42nd St., New York 36, 1957. 


This book presents the most recent theoretical concepts of 
one of the ten most common killers and offers practical methods 
to cope with this tragic problem. The brief, clearly written ma- 
terial is a collaboration by psychiatrists, psychologists, sociolo- 
gists, a psychiatric social worker, and a lawyer. 
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Both psychiatrists and general practitioners should absorb 
enough in one reading of the small volume to sharpen their rec- 
ognition of the many danger signals sent out by the potential 
suicide, so that he may be referred for proper treatment. 

Chapter 18, Suggestions For Suicide Prevention, is fore- 
shadowed by Karl A. Menninger in his introduction. 


Few people realize that suicide is more frequent than murder and 
more easily predicted. . . . I learned with astonishment how incredulous 
relatives and friends could be regarding the threats of patients and the 
warnings of doctors. 


The broad or subtle hints of the person contemplating suicide 
and whether or not such hints can ever safely be ignored are 
discussed in this chapter, together with the symptoms of insom- 
nia, loss of interest and drive, and mood reaction, and the dan- 
gers of prescribing certain drugs. 

Especially useful to the general practitioner, who is often 
the first person to observe aberrations initial to serious mental 
distress, is the appendix in which thirty-three genuine suicide 
notes are matched with the same number of simulated notes 
from nonsuicidal individuals. A thoughtful study of this section 
should equip the reader with an almost automatic judgment of 
the fine points of difference between these two types of patients. 

Full indexes by name and by subject are included. 


B® THE DIAGNOSIS AND TREATMENT OF ENDOCRINE DISOR- 
DERS IN CHILDHOOD AND ADOLESCENCE. By Lawson Wilkins, 
M.D., Associate Professor of Pediatrics, The Johns Hopkins University, 
The Harriet Laine Home, The Johns Hopkins Hospital, Baltimore, Mary- 
land. Ed. 2. Cloth. Pp. 526, with illustrations. Price $17.50. Charles C 
Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


Advances in the field of endocrinology during the past 6 
years have made a second edition of this book mandatory. The 
revision is extensive and includes new chapters on the chemistry 
and physiolagy of the thyroid and adrenal hormones and a re- 
write of the discussion on the adrenogenital syndrome. The 
latest facts about the metabolism of carbohydrates and of cal- 
cium and phosphorus have been incorporated, along with a 
chapter devoted to the explanation of chemical nomenclature 
and to other basic information used in diagnosing endocrinologic 
disorders. Clinicians will welcome this well-illustrated, compre- 
hensive, and authoritative endocrinology reference. 


®& CIBA FOUNDATION COLLOQUIA ON AGEING. Volume 3. 
Methodology of the Study of Ageing. Editors for the Ciba Foundation, 
G. E. W. Wolstenholme, O.B.E., M.A., M.B., B.Ch., and Cecilia M. 
O’Connor, B.Sc. Cloth. Pp. 202, with illustrations. Price $6.50. Little, 
Brown & Company, 34 Beacon Street, Boston 6, Massachusetts, 1957. 


The proceedings of the third Ciba Colloquium on Ageing 
includes papers and discussions on methods for studying the 
aging process in the total human organism, in total tissues from 
such organisms, and in intact animals. 

Although the material is about evenly divided between hu- 
man and animal studies, the language in which it is presented is 
necessarily so technical that the information might seem some- 
what esoteric to the general practitioner whose practice of geri- 
atric medicine leaves him little time for considering its theories. 


® MAGNETIC REMOVAL OF FOREIGN BODIES. The Use of the 
Alnico Magnet in the Recovery of Foreign Bodies From the Air Passages, 
The Esophagus, Stomach and Duodenum. By Murdock Equen, M.D., 
F.A.C.S., Recipient of the Thomas A. Edison Foundation Gold Award 
for Achievement and Contribution to the Arts and Sciences, 1944; Mem- 
ber of: American Laryngological Association; American Broncho-Esopha- 
gological Association; American Laryngological, Rhinological and Otologi- 
cal Society; American Academy of Ophthalmology and Otolaryngology; 
Fulton County Medical Society; Southern Medical Association; American 
Medical Association; Fellow of the Southeastern Surgical Congress; 
Diplomate of the American Board of Otolaryngology; Founder and Chief 
of Staff of Ponce de Leon Infirmary. Cloth. Pp. 94, with illustrations. 
Price $4.50. Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., 
Springfield, Ill., 1957. 


In less than 100 pages this monograph presents the history 


of magnetic bronchoscopy and seventy-eight brief, well-illustrat- 
ed case reports of the successful removal of dozens of objects 
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from the air passage, esophagus, stomach, or duodenum of pa- 
tients, most of whom were infants and children. The importance 
of roentgenographic diagnosis before instrumentation is stressed. 

The author’s primary intent is to demonstrate to bronchos- 
copists the advantages of the magnet in removal of ferrous 
objects from the air passages and the upper part of the digestive 
tract, but he includes disadvantages, contraindications, and pre- 
cautions, 


B UROLOGICAL SURGERY. By Austin Ingram Dodson, M.D., 
F.A.C.S., Richmond, Virginia, Professor of Urology, Medical College of 
Virginia; Urologist to the Hospital Division, Medical College of Virginia; 
Urologist to Crippled Children’s Hospital; Urologist to St. Elizabeth’s 
Hospital; Urologist to St. Luke’s Hospital and McGuire Clinic. Ed. 3, 
Cloth. Pp. 868, with illustrations. Price $20.00. The C. V. Mosby Com- 
pany, 3207 Washington Blvd., St. Louis 3, 1956. 


The third edition embodies several changes. Chapters and 
illustrations on procedures that mark advances in the specialty 
have been added at the expense of material on acid-base balance, 
fluid administration, and radiation therapy—subjects that, since 
the second edition, have broadened beyond containment in a 
single chapter. Other sections have been rewritten, replaced, 
or augmented. 

The books remains a supplement to volumes on the princi- 
ples and practices of urology now in use. Although all worth- 
while operations are not included, one or more pracedures are 
given for dealing with each surgical problem. Diagnosis and 
pathology are discussed for the specific use of general surgeons 
lacking in basic training in urology. Subjects are arranged on 
an anatomic basis for more easy reference. 

The work and technics of some of the most able men in 
the field are drawn upon and credited, making the book an ex- 
cellent text for both the general and urologic surgeon. 


®& PHYSIOLOGIC PRINCIPLES OF SURGERY. Edited by Leo M. 
Zimmerman, M.D., Professor and Chairman of the Department of Sur- 
gery, Chicago Medical School; Attending Surgeon, Michael Reese and 
Cook County Hospitals; and Rachmiel Levine, M.D., Chairman, Depart- 
ment of Medicine, and Director, Department of Metabolic and Endocrine 
Research, Medical Research Institute, Michael Reese Hospital; Profes- 
sorial Lecturer in Physiology, University of Chicago. Cloth. Pp. 988, 
with illustrations. Price $15.00. W. B. Saunders Company, W. Wash- 
ington Square, Philadelphia 5, 1957. 


Competent contributors and skillful editors have made this 
volume an important new reference in the field of surgical 
physiology. As suggested in the preface, it is rare to find a 
book in which the separate disciplines of surgery and physiology 
are treated essentially’as a single entity. This book capably di- 
minishes this dearth of material by presenting relevant, readable 
articles on almost every phase of general physiology as it relates 
to trauma or surgical procedures. 

Besides dealing with the functions of sections of the body, 
there are special discussions on infections and antibiotics, ther- 
mal and radiation injuries, surgery of the newborn, pain, anes- 
thesia, nutrition, metabolism, and many other subjects. Each 
section is an interestingly ‘written unit, varying according to the 
author’s style but the whole is quite uniformly worth while. 

This book may be highly recommended as one of those 
rare works in which two separate fields of knowledge are com- 
bined meaningfully. Any physician would profit from it—as 
much from the attitudes conveyed in the various chapters as 
from the factual material that is presented. 


®& SYNOPSIS OF GASTROENTEROLOGY. By Rudolf Schindler, 
M.D., F.A.C.P., Clinical Professor of Medicine (Gastroenterology), Col- 
lege of Medical Evangelists, Los Angeles, California; Consultant in Gas- 
troenterology, Veterans Administration, Long Beach. Cloth. Pp. 395. 
Price $7.75. Grune & Stratton, 381 Fourth Ave., New York 16, 1957. 


Writing from 35 years of experience in gastroenterologic 
practice, Dr. Schindler has produced an excellent summary of 
the wide variety of gastric disorders which are a part of every 
physician’s daily practice, ranging from the diseases of the 
salivary glands and the tongue to those of the pancreas and 
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peritoneum. Concise paragraphs on the etiology, pathology, 
symptomatology, diagnosis, treatment, and complications of 
each disorder give the essential details. 

One of the most interesting and informative sections is 
that which relates gastrointestinal lesions and symptoms with 
diseases of other organ systems. For instance that otitis 
media or glaucoma may produce diarrhea is a fact of which 
the general practitioner may be unaware. The section on the 
examination of a patient suffering from gastric disturbances is 
particularly thorough, as it includes obtaining case histories, 
giving physical examinations, conducting laboratory tests, giv- 
ing roentgen examinations of the involved organs, performing 
endoscopies, and the procedure for liver biopsies. 

The page-by-page table of contents and the comprehen- 
sive indexing make this an excellent quick reference. It should 
be in every physician’s office library. 


p CLINICAL USE OF RADIOISOTOPES. By William H. Beierwaltes, 
M.D., Associate Professor of Internal Medicine and Coordinator, Clinical 
Radioisotope Unit, University Hospital, Ann Arbor; and Philip C. John- 
son, M.D., Assistant Professor of Internal Medicine and Chief, Radio- 
isotope Unit, Veterans Administration Hospital, University of Oklahoma 
Medical School, Oklahoma City; and Arthur J. Solari, B.S., M.S., 
(Physics), Instructor in Radiation Physics, Department of Radiology, 
Radiation Physicist for Clinical Radioisotope Unit and Kresge Research 
Isotope Unit, University Hospital, Ann Arbor. Cloth. Pp. 456, with il- 
lustrations. Price $11.50. W. B. Saunders Company, W. Washington 
Square, Philadelphia 5, 1957. 


In 1952 the Atomic Energy Commission gave permission 
for certain physicians to use radioisotopes in their private prac- 
tices. Since then many different kinds of specialists and tech- 
nicians have realized the need to learn the use of radioisotopes 
and have thus sought instruction. 

This text, written by well-qualified professors of radiology, 
is designed to teach the most common clinical uses of radioac- 
tive isotopes. The amount of space delegated to each agent is 
commensurate with the prevalence of its use; for instance, there 
are 141 pages on the therapeutic uses of I.s: while only 23 pages 
are devoted to Crs:, Cos, Fess, and Fes combined. Many graphs, 
charts, and photographs add to the explicitness of the text. The 
coverage of the subject is thorough, and the book as a whole is 
excellently written. A unique feature is the chapter on the start- 
ing and managing of a clinical radioisotope unit. Because of the 
extensive use of radioisotopes in modern medical practice, many 
physicians will appreciate this concise and accurate volume. 


bm PRINCIPLES AND TECHNICS OF REHABILITATION NURS- 
ING. By Florence Jones Terry, B.A., R.N., P.T., O.T.R., Board Mem- 
ber, The Rehabilitation Center of Greater St. Louis; Formerly Chief 
Nurse, Institute of Rehabilitation and Physical Medicine, New York Uni- 
versity-Bellevue Medical Center, New York; and Gladys S. Benz, R.N., 
M.A., Chairman, Department of Maternal and Child Nursing, State Uni- 
versity of Iowa, College of Nursing, Iowa City, Iowa; Formerly Super- 
visor of the Pediatric Department, Bellevue Hospital, New York; and 
Dorothy Mereness, R.N., M.A., Director of the Program, Psychiatric- 
Mental Health Nursing, New York University, School of Education, New 
York; and Frank R. Kleffner, Ph.D., Assistant Director, Division of 
Speech Correction and Pathology, Central Institute for the Deaf; Assist- 
ant Professor of Speech Washington University, St. Louis; and Deborah 
MacLurg Jensen, R.N., M.A., (Editor). Cloth. Pp. 345, with illustra- 
tions. Price $5.50. The C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1957. 


Practices in rehabilitation have improved greatly during the 
past 10 years. A modern definition of the term includes the 
psychologic and social acceptance of the handicap, as well as 
the physical readjustment to it. Such rehabilitation must begin 
early in the patient’s convalescence, and nurses are the first 
persons to encounter this challenge. For this important job, 
careful training is necessary. 

Besides providing the basic rehabilitative technic and phi- 
losophy, this book presents methods for handling such specific 
conditions as heart disease, arthritis, blindness, and multiple 
sclerosis. One section is devoted to the rehabilitation of chil- 
dren and another to the mentally ill. These features, plus the 
exceptionally well-written chapter on speech therapy, should be 
of great value to all nurses. 

Much of the existing information in this field has been 
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published in pamphlet form or in magazine articles. This book 
is therefore a mich needed and very welcome addition to the’ 
study of the nurse’s role in rehabilitation. 


B® HEALTH PRINCIPLES AND PRACTICE. By C. V. Langton, 
B.S., M.S., Dr.P.H., Ed.D., Director of Physical Education, Oregon 
State College; Formerly Visiting Professor, University of Michigan and 
University of Hawaii; C. L. Anderson, B.S., M.S., Dr.P.H., Professor 
of Hygiene and Hea‘th Education and Chairman of Hygiene and En- 
vironmental Sanitation, Oregon State College; Formerly Professor of Bio- 
logical Science and Health Education, Michigan State University; Head 
and Professor of Physiology, Hygiene, and Public Health, Utah State 
University; Visiting Professor, University of Utah and University of 
the State of New York. Ed. 2. Cloth. Pp. 491, with illustrations. Price 
$4.75. The C. V. Mosby Company, 3207 Washington Blvd., St. Louis 3, 
1957. 


This text, although directed specifically toward the college 
student, can help many people to understand themselves better. 
The various subjects—life expectancy, nutrition, home safety, 
food poisoning, immunity, health services, marriage, heredity, 
posture, emotional health, causes of diseases—are handled simply 
and comprehensively. The compact volume is of value outside 
the classroom as a reference and as a general guide to good 
health. It is clearly, concisely, and intelligently written. 


®& PRINCIPLES OF MICROBIOLOGY. By Charles F. Carter, B.S., 
M.D., Director, Carter’s Clinical Laboratory, Dallas, Texas; Consulting 
Pathologist, St. Louis Southwestern Railway Hospital, Texarkana, Arkan- 
sas; Consulting Pathologist, St. Joseph’s Hospital, Paris, Texas; Former- 
ly Instructor in Pathology and Applied Microbiology, Parkland Hospital 
School of Nursing, Dallas, Texas; and Alice Lorraine Smith, A.B., M.D., 
Associate Professor of Pathology, Baylor University College of Medicine; 
Instructor in Microbiology, Department of Nursing, Sacred Heart Do- 
minican College and St. Joseph’s Hospital; Pathologist, Houston Tubercu- 
losis Hospital, Houston, Texas; Formerly Instructor in Microbiology and 
Pathology, Parkland Hospital School of Nursing, Dallas, Texas; Former- 
ly Assistant Professor of Pathology, Southwestern Medical Branch of the 
University of Texas, Dallas, Texas. Ed. 3. Cloth. Pp. 665, with illus- 
trations. Price $5.00. The C. V. Mosby Company, 3207 Washington 
Blvd., St. Louis 3, 1957. 


Learning microbiology can be fascinating rather than tedi- 
ous if the authors of the textbook can present the material in 
an interesting manner. This text makes microbiology come 
alive for the student nurse. 

Revisions in this edition include the omission of obsolete 
ideas, the addition of two more chapters, and the rearrangement 
of the chapters on diseases caused by bacteria and protozoa 
and the chapter on gram-positive cocci. Subjects new to the 
text are adenoviruses, recently developed antibiotics, and the 
Salk vaccine. 

The fact that this book has undergone three revisions 
within 7 years attests to the fine standards that its authors 
maintain. Its educational value is enhanced by this quality of 
timeliness. 


®& PRACTITIONERS’ CONFERENCES Held at The New York 
Hospital-Cornell Medical Center. Volume 6. Edited by Claude E. Fork- 
ner, M.D., F.A.C.P., Professor of Clinical Medicine, Cornell Univer- 
sity Medical College; Attending Physician, The New York Hospital; 
Consultant in Medicine (Hematology), Roosevelt Hospital; Consultant 
in Internal Medicine, Bronx Veterans Administration Hospital. Cloth. 
Pp. 378. Price $6.75. Appleton-Century-Crofts, 35 W. 32nd St., New 
York 1, 1957. 


This is the sixth volume of summarized records of panel 
discussions presented at Dr. Claude F. Forkner’s “Practitioners’ 
Conferences,” for New York physicians. As each of these 
texts has made its appearance, the value of these books is fur- 
ther illustrated. Here in fifteen chapters, readers can learn 
noted physicians’ latest opinions on a wide variety of medical 
subjects. 

These discussions are not mere reading of papers. Be- 
sides presenting views based on their own clinical findings, 
panel members must face and counter criticism by other speak- 
ers. It has always been a practice at these conferences that 
panel members be permitted to interrupt a speaker to question 
him or to present some of their own knowledge in agreement. 
This free repartee has proved healthy and has opened up many 
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‘new and unusual avenues on the topics for readers to inves- 
tigate. 

This latest volume presents discussions on trichinosis; can- 
cer of the thyroid, prostate, and esophagus; tumors of the 
lungs and bones; portal hypertension; early detection of heart 
disease; skin infections; encephalitis and parkinsonism; en- 
dometriosis; and gout. Besides these technical subjects this 
book contains a highly electric report on the controversial topic, 
“Should Patients Be Told the Truth About Serious Illness?” 

Each one of the discussions is summarized by Dr. Forkner 
at the end of the chapter and references also are given. Dr. 
Forkner is also moderator of the symposiums. A subject index 
for volumes one through six is presented at the end of this 
current work. 


®& GOUT. By John H. Talbott, A.B., M.D., D.Sc. (Hon.), Professor 
of Medicine, University of Buffalo School of Medicine; Physician-in- 
Chief, Buffalo General Hospital, Buffalo, New York. Cloth. Pp. 205, 
with illustrations. Price $6.75. Grune & Stratton, 381 Fourth Ave., New 
York 16, 1957. 


A brief review of the history of gout reveals that people 
have been afflicted with it for thousands of years. Egyptian 
records mention it; Hippocrates knew of it; Alexander the 
Great suffered from it. Today physicians are still plagued with 
the mysteries of its causes and therapies. 

In this rewrite of Dr. Talbott’s earlier book, “Gout and 
Gouty Arthritis,” the characteristics of gout, its incidence, dif- 
ferential diagnosis, prevention, and some associated diseases 
are discussed fully and are well illustrated with new color 
plates and photographs of x-rays. Both the advantages and 
disadvantages of the latest kinds of therapeutic measures— 
drugs and diet—are explained thoroughly. 

It is hoped that this small but extremely useful and in- 
formative volume will serve to renew physicians’ interest in 
the early recognition of gout so that prompt treatment can be 
administered. It is a monograph well worth examining. 


® SURGERY: Principles and Practice. Edited by J. Garrott Allen, 
M.D., Professor of Surgery, University of Chicago; Henry N. Harkins, 
M.D., Ph.D., Professor of Surgery, University of Washington, School of 
Medicine; Carl A. Moyer, M.D., Bixby Professor of Surgery, Washing- 
ton University, School of Medicine, St. Louis; and Jonathan E. Rhoads, 
M.D., D.Sc. (Med.), Professor of Surgery, University of Pennsylvania 
School of Medicine and Graduate School of Medicine, Philadelphia. 
Cloth. Pp. 1495, with illustrations. Price $16.00. J. B. Lippincott Com- 
pany, East Washington Square, Philadelphia 5, 1957. 


A unique feature in this book is the chapter entitled “Sur- 
gical Philosophy,” in which the historical development of sur- 
gery, the relation of surgery to the medical field as a whole, 
and the obligations of the surgeon beyond the care of the 
patient are discussed. These themes are carried throughout the 
entire book, as the editors have attempted to provide a com- 
prehensive surgical text which emphasizes general principles 
rather than details, encourages a broad outlook, stresses the 
art as well as the science of surgery, and weighs the therapeu- 
tic value of certain kinds of surgery. 

The most modern surgical methods are explained, particu- 
larly in the fields of cardiac, vascular, and military surgery, 
and many illustrations—drawings, photographs, and charts— 
add to the educational value. Ophthalmology and otorhino- 
laryngology have been omitted because of their high degree of 
specialization, but introductions to such fields as neurosurgery, 
thoracic surgery, and urology have been included. 

A long list of qualified contributors and extensive bibli- 
ographies attest to the authoritativeness of this volume. It is 
worth-while reading for both physicians and students. 


® BLOOD PRESSURE SOUNDS AND THEIR MEANINGS. By 
John Erskine Malcolm, B.Sc., M.B., Ch.B., F.R.C.S.; Wing Commander, 
Royal Air Force. Cloth. Pp. 93, with illustrations. Price $2.50. Charles 
C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield, Ill., 1957. 


This monograph reports original research into the nature 
and origin of the three sounds heard during sphygmomanometer 
reading of blood pressure (Korotkov’s sounds). The explanation 
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is based on a new theory that applies to the arterial system 
of blood circulation—systemic arterial resonance. 

The first two-thirds of the book presents the author’s re- 
search, the final third, application of the new theory to prob- 
lems of pathology. Illustrative clinical examples believed to 
be of interest to practicing physicians as well as research 
workers are included. 

The necessarily technical language is somewhat simplified 
by admirably clear illustrations. A fine recapitulation of the 
author’s original theory opens Chapter XI. 


Bb PERINATAL LOSS IN MODERN OBSTETRICS. By Robert E. 
L. Nesbitt, Jr., M.D., Professor of Obstetrics and Gynecology, Director 
of Education and Research in Obstetrics and Gynecology, Chairman of 
Obstetrics, Albany Medical College, Union University, Albany, New 
York; Obstetrician-in-chief, and Attending Gynecologist, Albany Hospital, 
Albany, New York; Diplomate, American Board of Obstetrics and Gyne- 
cology; Fellow, American College of Obstetrics and Gynecology; Edited 
by Claude E. Heaton, M.D., Associate Professor of Obstetrics and Gyne- 
cology, New York University College of Medicine; Attending in Ob- 
stetrics and Gynecology, Bellevue Hospital, New York; Associate Attend- 
ing in Obstetrics and Gynecology, Lenox Hill Hospital, New York; 
Attending in Obstetrics and Gynecology, and Director of Obstetrics, 
French Hospital, New York; Diplomate, American Board of Obstetrics 
and Gynecology; Fellow, American College of Obstetrics and Gynecology. 
Cloth. Pp. 432, with illustrations. Price $12.50. F. A. Davis Company, 
1914-16 Cherry Street, Philadelphia 3, 1957. 


A gap in medical literature is filled by this book’s presenta- 
tion of a multidisciplinary approach to the subject of perinatal 
mortality and loss by spontaneous abortion which on conserva- 
tive estimate account for more than a half million deaths 
annually in the United States. 

This new approach is an attempt 
. . . to integrate various fields of knowledge as they relate directly or in- 
directly to the problem of perinatal loss, whether this relationship per- 
tains to fetal and neonatal death or to one or another of the distressing 
remote sequelae of childbirth. An effort has been exerted to provide prac- 
tical as well as basic information in the hope that its application will 
serve the physician, be he specialist or general practitioner, in his quest 
for greater perinatal salvage. 

Detailed attention is given to such current issues as the 
causes of cerebral palsy, prolongation of pregnancy, the effect 
of anesthesia, hemolytic diseases of the fetus, intrauterine 
hypoxia, the cause of malformations, and the part played by 
injury. The author draws on the experience of others as well 
as his own in assigning the greater part of responsibility for 
reduction of birth wastage to obstetrics, pediatrics, pathology, 
and anesthesiology. 

Extensive bibliographies at the end of each chapter should 
be of particular value to the student, and the division of subject 
matter according to causes in perinatal death was planned as 
an aid to the instructor in obstetrics in organizing lecture 


material. 


B® THE SPECIALTIES IN GENERAL PRACTICE. Edited by Rus- 
sell L. Cecil, M.D., Professor of Clinical Medicine, Emeritus, Cornell 
University Medical College, New York City, and Howard F. Conn, M.D., 
Fellow, Department of Physiology, Baylor University College of Medicine 
and the Blue Bird Clinic, Methodist Hospital, Houston, Texas. Ed. 2. 
Cloth. Pp. 780, with illustrations. Price $16.00. W. B. Saunders Com- 
pany, West Washington Square, Philadelphia 5, 1957. 


The second edition of “The Specialties in General Prac- 
tice” remains the collaboration of the original fifteen authors, 
each of whom is an outstanding specialist. 

The needs of the general practitioner have been. kept in 
mind, for the volume is a ready handbook of brief and practical 
descriptions of how to handle the less serious problems in the 
special fields. Although the chapters are highly condensed, each 
purports to cover its entire subject. The high caliber of the 
chapters and illustrations is consistent throughout. Excellent 
table of contents and full index make the book valuable for 
reference. 

The reader will feel only admiration and gratitude for the 
work of the editors and publishers of “The Specialties in 
General Practice.” Whether judged as a source of informa- 
tion from which all extraneous material has been superbly 
edited, or as a handsome piece of bookmaking whose physical 
makeup is a fitting form for its content, there is no single point 
for cavil. 


Journat A.O.A. 


* COMFORT 
GREATER SECURITY 


* FLEXIBILITY 
FOR 


The new line of Nalon Colostomy Appliances has been devel- 
oped from practical experience with colostomy patients. They 
provide lighter weight, easier assembly and simplify irrigation 
and disposal. 


Nalon Colostomy Appliances have a flexible body ring that per- 
mits full body movement and complete normal physical activity. 
The light-weight, flexible ring can be cemented to the skin—makes 


There is a Nalon Colostomy Appliance* 


to meet every need: possible comfortable adhesion to the body and provides the colos- 
Nalon Appliance with disposable plastic bags—for tomy patient with greater comfort and security, particularly with 
immediate post-operative use, for additional the protective shield which may be used between irrigation periods. 


security in time of emergency 


Nalon Colostomy Shield Appliance—a light-weight 
compact shield for the patient with a trained P 
colostomy Available at your 


Nalon Colostomy Irrigating Appliance—a complete H 
irrigating kit for daily colostomy irrigation surgical supply dealer 
Also available—Special Nalon Double Stoma Co- 
lostomy Appliance and Colostomy Shield Appliance 


RUBBER COMPANY 


PROVIDENCE 2,8. 1. 


*All Nalon Colostomy Appliances feature the patented Nalon Colostomy ring-—light-weight, flexible, comfortable. Users report a ‘“‘hardly-know-!'m-wearing-it” feeling! 
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“ANTABUSE' appears to be the most effective 


means of treating the chronic alcoholic...” 


Smith, J. A.: Postgrad. Med. 16:316 (Oct.) 1954. 


A “CHEMICAL FENCE” FOR THE ALCOHOLIC. “Antabuse” helps the alcoholic resist his compul- 
sive craving for alcohol, and enables him “to respond more readily to measures aimed at 
the correction of underlying personality disorders.” Bone, J. A.: J. Nat. M. A. 46:245 (July) 1984, 
“Antabuse”@ brand of DISULFIRAM (tetraethylthiuram disulfide) is supplied in 0.5 Gm. tablets, 
bottles of 50 and 1,000. 


Complete information available on request 


Laboratories New York, N. Y. Montreal, Canada 
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e the only cough preparation containing CLISTIN Carbinoxamine Maleate widely agua 


potent, safe antihistamine 
for coughs associated with the common cold as well as allergic or non-alihegic coughs 


° non-narcotic, but compatible with commonly used narcotic salts 
does not numb the mouth or upset the stomach. snappy fruit flavor. .,ideal tor pediatric use 


Clistin Expectorant clinical samples on request 
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cept in medical literature. 


Why survey 


“Too many medical journals!” You hear it often these days. 
And yet no one says, “There is too much research .. . too many improvements in diagnosis 
... too many advances in therapeutics.” 

Reflect for a moment and you are back to the basic reason for having medical journals. 
They make communication and sharing easy. By and large they do their job well. 

The trouble is there are too many of them for you to read, even those published solely for 
your specialty. There simply isn’t enough time. So, you subscribe to the most important ones, 
those most likely to be the first to report medicine’s latest advance. 

But that doesn’t solve the problem. There is still a considerable amount of significant cur- 
rent literature that you are bound to miss. Hence, the survey journal, a relatively new con- 


Very simply here is how a survey journal works. First an editor who is an outstanding teach- 
er and clinician is chosen to head up an international board of well qualified men in a particular 
field. This editorial group selects the meaningful articles from current world literature and then 
condenses them. To these condensations are added pertinent editorial comments which evaluate 
the paper and correlate it to other work. These comments make the journal. And in recent 
years these journals have become an increasingly important aspect of post-graduate education 
in several areas of medicine and surgery. 

If your practice includes any of the specialties served by the journals listed below, you are 
invited to write now for a sample copy of the one that interests you. Then with a copy of the 
journal in front of you you can discover for yourself how it can help you in your practice. 


NAME 
ADDRESS_— 
CITY. 
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SURVEY OF OPHTHALMOLOGY 

Edited by Frank W. Newell. Published bimonthly, one 
volume a year beginning February. Subscription price per 
volume: 


Sections. . . 

CURRENT REVIEW °* CLINICAL PRACTICE: Ac- 
commodation and Refraction * Globe * Cornea * Ocular 
Muscles * Lens * Intraocular Pressure * Neurology * Pupil 
* Orbit * Retina and Vitreous * Systemic Disease * Thera- 
peutics * Injuries * Economics, Social and Legislative 
* BASIC SCIENCES: Anatomy * Biochemistry * Color 
Vision * Optics * Psychology * Classics of Ophthalmology 
* Reports from Abroad * Book Reviews * Report of 
Meetings 

SURVEY OF ANESTHESIOLOGY 

Edited by C. Ronald Stephen. Published bimonthly, one 
volume a year beginning February, Subscription price per 
volume: $10.00. 


Sections. . . 
Editorial * Pharmacology * Physiology * Biochemistry * 
Metabolism * Techniques * General Anesthesia * Spinal 
and Regional Analgesia * Pediatric Anesthesia * Geriatric 
Anesthesia * Preoperative Care * Postoperative Care ° 
Classical File 


Send for a Sample Copy 


The Williams & Wilkins Company 


OBSTETRICAL & GYNECOLOGICAL SURVEY 
Edited by Nicholson J. Eastman, Howard W. Jones, Jr., 
and Georgeanna Seegar Jones. Published bimonthly, one 
volume a year beginning February. Subscription price 
per volume: $10.00. 

Sections. . . 

REVIEW * OBSTETRICS: Physiology of Normal 
Pregnancy, Labor and Puerperium * Pathology of Preg- 
nancy * Pathology of Labor and Puerperium * Newborn 
* Operative Obstetrics * Miscellaneous * Book Review 
* GYNECOLOGY: Menstrual Cycle * Vulva and Vagina 
* Uterus * Adnexa * Female Urology * Operative Gyne- 
cology * Miscellaneous 


UROLOGICAL SURVEY 

Edited by Hugh J. Jewett. Published bimonthly, one vol- 
ume a year beginning February. Subscription price per 
volume: $9.00. 

Sections. . . 

Nutrition and Metabolism * Anesthesia * Infections, Para- 
sites, Toxins and Drugs * Calculosis * Anomaly * Kidney 
and Capsules * Ureter * Bladder and Urachus * Penis * 
Urine and Semen * Testis * Epididymis * Spermatic Cord 
and Vas * Prostate and Verumontanum * Hemic and 
Lymphatic System 


Mt. Royal and Guilford Aves., Baltimore 2, Md. 


Obstetrical & Gynecological Survey (1957:Vol. 6:$10.00) 


Please send a sample copy 


(1 Please enter my subscription to................ 


Urological Survey (1957:Vol. 7 :$9.00) 
1 Survey of Ophthalmology (1957:Vol. 2:$9.00) 


Survey of Anesthesiology (1957:Vol. 1 :$10.00) 


Note: Subscriptions are accepted on an annual volume basis ; 


full payment must accompany all subscription orders. 
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Vitamin B, 


Nausea and Vomiting 


Buclizine Hydrochloride .. 50mg. 


a New 


unique product for 


of Pregnancy 


motion sickness 
inner ear disturbance 


pleasant-tasting Softab* form 
melts quickly in the mouth 
no water needed. 

attacks basic causes centrally 

and peripherally. 

contains both antiemetic 

and antispasmodic. 


well tolerated - long acting. 
lower in cost. 


Each Softab Contains: 


Write for samples and literature 


THE STUART COMPANY, PASADENA, CALIFORNIA 
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many patients with MILD Involvement can be effectively 
controlled with. 


MEPROLONE 


many patients with MODERATELY SEVERE involvement 
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FOR THE ENTIRE RANGE OF RHEUMATIC-ARTHRITIC 


DISORDERS —from the mildest 
to the most severe 


can he effectively controlled with 


MEPROLONE 


and NOW for patients with 
SEVERE involvement 


SED TABLETS 


PROLONE 


The first meprobamate-prednisolone therapy 


the one antirheumatic, antiarthritic that 
simultaneously relieves: (1) musclespasm 
(2) joint inflammation (3) anxiety and 
tension (4) discomfort and disability. 


SUPPLIED: Multiple Compressed Tablets 
in three formulas: ‘MEPROLONE’-5— 
5.0 mg. prednisolone, 400 mg. meproba- 
mate and 200 mg. dried aluminum hy- 
droxide gel. ‘MEPROLONE’-2— 2.0 mg. 
prednisolone, 200 mg. meprobamate and 
200 mg. dried aluminum hydroxide 
gel. ‘MEPROLONE’-1 supplies 1.0 mg. 
prednisolone in the same formula as 
‘MEPROLONE’-2. 


3 MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INC. 
PHILADELPHIA 1, PA. 


*MEPROLONE’ is a trademark of Merck & Co., Inc. 
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“SUDDENLY 


I felt dizzy...” 


Look out for the “little” strokes resulting 
from abnormal capillary fragility. Many 
cerebral accidents may be avoided if ade- 
quate amounts of capillary protective fac- 
tors—hesperidin complex and ascorbic acid— 
are provided. 


The true character of the “little” strokes lies 
in their elusiveness—a sudden dizzy spell, 
temporary numbness of a hand, bizarre feel- 
ing of pain, or subtle personality change. 
Such symptoms are typical of little strokes 
and usually pass quickly, but they are likely 
to recur.?,8 


Early recognition can gain vital therapeutic 
time. Hesper-C provides hesperidin complex 
and vitamin C essential for the protection of 
the capillaries to prevent further damage. 
1. Gale, E. T., and Thewlis, M. W.: Geriatrics 8:80, 1953. 
2. Alvarez, W. C.: Geriatrics 10:555, 1955. 3. Conference on 


Cerebral Vascular Disease, American Heart Association, 
Princeton, N. J., January, 1957. 


200 meg. 
hesperidin complex 
200 meg. 
ascorbic acid 


Available: As capsules—and NEW Hesper-C Liquid for your 
geriatric patients. Provides: 100 mg. hesperidin complex plus 
100 mg. ascorbic acid per capsule or teaspoonful (5 ml.) of 
syrup. § 6 capsules or teaspoonfuls daily, or more. No toxicity 
or untoward effects have ever been reported even with massive 
doses. 


newer THE NATIONAL DRUG COMPANY 
Research Philadelphia 44, Pa. nation 
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TURN OFF THE COUGH 
MORNING... 
_A ‘Strasionic Release Product Dihydrocodeinone Resin—Phenyltcloxamine Resin 
A SINGLE DOSE GIVES 
through sustained ‘Strasionic’ 
Suppresses nighttime sleep-rob- 
bing, daytime distracting, use- 
less coughs without interfering 
Over 12,( clinical observa- 
4, tions 2, deshonstrate its wide 
( field of usefulness in ages rang: _ oe, 
ing from 3 months to 
(1) Chanf and Hays, EE, The 
American Journal of the Medical Sci- 
E.H,, Jr., In Press; (3) Weismiller, F., In 
Press; Cass, Leo J. and Frederik, 
_ EACH TUSSIONEX TABLET CONTA\ TEASPOON (Scc) TUSSIONEX LIQUID CONTAINS. 
§ mg. Dihydrocodeinone as a resin comple § mg. Dihydrocodeinone as a resin complex 
Stock bottleof 100 Stock bottle of 16 ot 
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ANERGEX appears to create an anergic state which 
usually persists for months following a single course 
of injections—regardiess of the offending allergen. 


Treatment course: 1 mi.daily for 6—8 days. Eliminates 
skin testing, special diets, and long drawn-out de- 
sensitization procedures. 


in clinical studies, over 60 per cent (of 500 patients) 
have shown marked improvement or complete relief 
of 


evailable: Multiple-dose vials containing 8 mi.—one 


average treatment course, == 
*T.M. Reg. U.S. Pat. OF. 


ANERGEX—a botanical extract—is effective in 

seasonal rhinitis (hay fever) 

non-seasonal rhinitis (duat, dander, 
molds) 

allergic asthma 

eczema, especially in infants 

Jood allergy 


1. Clin. Med. 2:4009, 1955... 
2. Amer. Pract. & Digest. Treat. 
1956 
3. Clin. Med. 3:1059, 19586. 


4. Unpublished data. 
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first thought for high b.p. 


5 days 5 days 5 days 


Dinix shows actual response to Serpasil 
in a patient with benign essential hypertension (data on request). 
Consider Serpasil® (reserpine CIBA) (1) alone to lower blood 
pressure gradually and safely in most cases of mild to moderate 
hypertension; (2) as a primer in severe hypertension before more 
potent drugs are introduced; (3) as a background agent in all 
grades of hypertension to permit lower dosage and thus minimize 
side effects of other antihypertensives. CIBA 
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agents of choice 
in corticosteroid therapy 


PARACORT 


PREDNISONE, PARKE-DAVIS 


PARAC 


ORTOL 


PREDNISOLONE, PARKE-DAVIS 


supplied: PARACORT and PARACORTOL are available as 5-mg. and 2.5-mg. scored tablets; bottles of 30 and 100, 


THREE TO FIVE TIMES THE ACTIVITY OF CORTISONE OR HYDROCORTISONE 


2 
4 
ay > 


*TRADE MARK 


PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


Journay A.O.A. 
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Plestran is indicated as an aid in restoration of 
vigor in middle-aged or elderly patients who com- 
plain of chronic fatigue . . . reduced vitality . . . low 
physical reserve . . . impaired work capacity . . . de- 
pression . . . muscular aches and pains . . . or cold 
intolerance. Such “signs of aging,” far from being 
due to physiologic disturbances, may often result 
from endocrine imbalance, especially gonadal and 
thyroid dysfunction.’* Plestran provides ethinyl 
estradiol (0.005 mg.); methyltestosterone (2.5 
mg.); and Proloid®* (14 gr.)—hormones which 
help to correct endocrine imbalance and often halt 
or reverse involutional and degenerative changes.** 


Plestran restores work capacity and a sense of well- 
being, usually within 7 to 10 days. It improves 
nitrogen balance, leads to better muscle tone and 
vigor, enhances mental alertness, helps to correct 
*Purified thyroid globulin 


a metabolic regulator 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


Vo. 57, Nov. 1957 


for middle-age slowdown 


osteoporosis, senile skin and hair texture changes 
and relieves muscular pain. 


The anabolic and tonic effects of the hormones in 
Plestran appear to be enhanced by combination so 
that small dosages are very effective. Combination 
also overcomes some of the disadvantages of ther- 
apy with a single sex hormone, such as virilization, 
feminization or withdrawal bleeding.® 


Dosage: Usually one tablet daily; occasional pa- 
tients may require two tablets daily, depending on 
clinical response. 


Supplied in bottles of 100 and 500. 


References: 1. McGavack, T. H.: Geriatrics 5:151 (May- 
June) 1950. 2. Masters, W. H.: Obst. & Gynec. 8:61 (July) 
1956. 3. Kimble, S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and Chieffi, M.: Geria- 
trics 2:344 (Nov.-Dec.) 1947. 5. Birnberg, C. H., and Kurz- 
rok, R.: J. Am. Geriatrics Soc. 3:656 (Sept.) 1955. 
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with all other foods 


For nutrition...protein...energy... 


vitamins...minerals 


For digestibility... virtually free from residue 


For texture...nonirritant...neither chemically 


nor mechanically 


For low fat content... when fat must be restricted 


For taste...enhances and complements every 
other food... 


Regardless of the dietary 


adjustment indicated, 


Enriched Bread helps supply 
needed nutrients and is 


always compatible. 


| AMERICAN BAKERS ASSOCIATION 
20 North Wacker Drive ° Chicago 6, Illinois 


Journa A.O.A. 
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Nervous Nellie 


It doesn’t take much to upset Nellie’s 
nerves—some days she feels she could 

“jump out of her skin.” For people like 

Nellie, there’s gentle, smooth ‘‘daytime 
sedation” in BUTISOL SODIUM—to 
relax taut nerves and take them tranquilly 
through the day. 


BUTISOL SODIUM’ 


BUTABARBITAL SODIUM 


Laboratories, Inc. 
Philadelphia 32, Pa. 


TABLETS, 15 mg. gr.), 30 mg. gr.), 
mg. (% gr.), 100 mg. (1% gr.), R-A (Repeat 
Action) 30 mg. and 60 mg. 


ELIXIR, mg. (% gr.) per 5 co. 


CAPSULES, 100 mg. 
(1% gr.) 


elieves tension —menta 


Functional and Control 


MONODRAL 


TABLETS 
Potent ANTISECRETORY ANTICHOLINERGIC SEDATIVE 


Monodral bromide 5 mg. 
Mebaral 32mg. 


Dependable control of hyperacidity and hyper- ; 
motility. Spasmolysis. Prompt and prolonged 
pain relief. Tranquillity without drowsiness. 


Peptic ulcer, 1 or 2 tablets three or four times 
daily. Other gastro-intestinal disorders, 1 tablet 
three or four times daily. 


Bottles of 100 tablets. 


: 
ate 
Each tabl ins: 


Prescribe Monodral®- Mebaral® tablets 


in conjunction with Creamalin 


Protective coating and mild 
astringent effect of CREAMALIN 
promote healing of peptic ulcer. 


| 
| 
| 
CREAMALIN | 
| 
| 


Inhibition of 
vagus nerve by 
MONODRAL with 
MEBARAL results in 
reduction of acidity 
and hypermotility 


Ory 
Créeomalin — boities of SQand 200. 


| 
| 

Creamalin liquid — & and 16 oz, | 


penthienat 


W YORK Y 


| LABORATORIES 


FAST ACTING REAGTIVE GEL | 
| 
| 


for any child of any age in the vital first decade 


The ‘Deca-’ Vitamin Family 


three convenient dosage forms of 10 significant vitamins for comprehensive protection 


is easy to specify because: 


one basic name to remember—‘Deca-’ 
one basic formulation 
one standard of comprehensive protection 


No refrigeration required « Special process assures stable B;2 in solution with C « Hypoallergenic 
Unbreakable plastic ‘Safti-Dropper’ supplied with Deca-Vi-Sol 


Deca-Mulcine Deca-Vi-Caps° Deca-Vi-Sol® 


Teaspoon dosage with Capsule dosage —small, Dropper dosage with new, 
delicious orange flavor easy-to-swallow capsules improved taste: “Best taste yet” 


MEAD JOHNSON 


SYMBOL OF SERVICE IN MEDICINE 
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Nervous Nan needs a vitamin plan 


Poor Nan! Up at 7:00 (coffee!) . . . rush like a fiend, work ’til 
10:00, then—more coffee . . . and a roll she’ll never eat. Her diet, 
plainly, is a flop. And so is her nutrition. When you correct her 


harried menu habits, keep Filmtab DAYALETS in Obbott 
mind. 10 important vitamins in each tiny Filmtab. 


Dayalets 


(ABBOTT’S MULTIPLE VITAMIN TABLETS) 


And when you need vitamins with minerals,remember new DAYALETS®-M— 
10 important vitamins and 9 minerals in each tiny Filmtab. In the attractive 
“table’”’ bottle. 


10 important vitamins 
in each tiny Dayalet: 


3 mg. (10,000 units) 
Thiamine Mononitrate................. 5 mg. 
Pyridoxine Hydrochloride.............. 2 mg. 
Vitamin B,, (as cobalamin concentrate). 2 mcg. 
Calcium Pantothenate................. 5 mg 


®Filmtab—Film-sealed tablets, Abbott; pat. 
applied for. 


» | 
at, 
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For your Colleagues... 
For Yourself ! 


= 


USED BY DOCTORS 
OVER 4 MILLION TIMES 


LAST YEAR! HERE’S WHY... 
Am 0 tical EASY-TO-USE .. . drop blood sample 
erican P on chamber, hemolyze, place cham- 

ber in instrument, read! 
Comp any FAST... hemoglobin determinations 
ACCURATE... Results equal to labora- 
INSTRUMENT DIVISION, BUFFALO 15, NEW YORK tory accuracy without dilutions or 

: volumetric measurements. 

POCKET-SIZE . .. fits pocket, has self- 


in less than three minutes. 
SOD. LO contained light source. Use in office 
y | or at bedside. 
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...and for all anemias responsive to 


the essential hematopoietic factors 


nutritional megaloblastic and iron- 

deficiency anemias, macrocytic anemia 

of pregnancy, sprue, pernicious anemia 

in relapse, and anemias resulting from 
( Whites |\\ trauma, surgery, or chronic disease. 


MOL-IRON’ PANHEMIC 


THE COMPLETE HEMATINIC WITH THE UNIQUE ADVANTAGES OF MOL-IRON !-14 
IN BOTTLES OF 60 CAPSULES 


A dose of only 2 capsules daily supplies: 


MOL-IRON*® Ferrous Sulfate. . ..... 1 Gm. 
Molybdenum oxide .. . . . 15.4 mg. 
Vitamin B,2 with Intrinsic Factor Concentrate . 1 U.S.P. Oral Unit 


Vitamin B,> activity (added) . . . . 15 mcg. 
Thiamine mononitrate . . . « 4 mg. 


*Stable co-precipitated complex of ferrous and molybdenum salts 


References 1-14 on Mol-Iron advantages supplied 
on request. 


White Laboratories, Inc. Kenilworth, N. J. 


JourNnaAL A.O.A. 


TOLERANCE 
out st ANDING ENESS 
RAPID aesrons® 
are the pallmarks of 
an exclusive precipitates comple* 
of gerrous sulfate 
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NEW 2ND EDITION—JUST PUBLISHED! 


Dufault—Diagnosis & Treatment 
of Pulmonary Tuberculosis 


By PAUL DUFAULT, M.D. 
Medical Director, Rutland State Sanatorium, Massachusetts Department of Public Health 


With Chapters on: 


Pathology 
By A. REYNOLDS CRANE, M.D. 


In all its forms, tuberculosis is still a medical as well 
as a social problem. Dr. Dufault presents a concise, 
comprehensive and eminently practical review of 
the subject, with emphasis on recent advances in 
diagnosis and treatment. All aspects of pulmonary 
tuberculosis are covered fully, with supplementary 
outlines of nonpulmonary manifestations. In the 
chapter on diagnosis, emphasis is on the proper use 
and correct interpretation of roentgenograms. 


Pulmonary Function 


By OSCAR FEINSILVER, M.D. 


The scientific attitude toward diagnosis, treatment, 


and prevention of tuberculosis has changed radi- 
cally since the introduction of new drugs. For this 
new edition the text has been revised to include re- 
cent developments. The new chapter on chemical 
antibiotic therapy is complete in its guidance on 
how these drugs should be used for most effective 
results. Discussions of differential diagnosis are 
more inclusive and laboratory tests are detailed. 


New 2nd Edition. 426 Pages, 5/4/’x734”. 162 Illustrations and 1 Plate in Color. $9.00 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


PRESCRIBE 


PARACORT 


ISONE 


PARKE-DAVIS 


three to five times the activity of cortisone 


supplied: 5 mg. and 2.5 mg. scored tablets; bottles of 30 and 100. 


PaRKE, Davis & COMPANY’+ DETROIT 32, MICHIGAN 


tae? 
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allergy, then, with 


Recent studies indicate actual milk 
allergy is not frequent. Belief is 
growing that infants are being too 
quickly deprived of milk, when the 
cause of allergy is not milk. 


Even in the small percentage 
of milk allergies, a recent study* 


shows that more than % of such in- 
fants react only to the whey protein. 


Only a few casein-sensitive babies 
do not tolerate evaporated milk, in 


which whey protein is made non- 


allergic by heat processing. 


In the rare case when allergy is 
narrowed to milk, trial on evap- 
orated milk often shows the baby 
reacts only to unmodified whey pro- 
tein, and need not be deprived of 
irreplaceable milk values. 


*Ratner, Bret; Crawford, L. V.; and Flynn, J. G.: 
Amer. J. Dis. Child., 91:593, 1956 


@rnation 


arnation 


“FROM CONTENTED COWS” =, 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 


Journat A.O.A. 
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ACE-HESIVE 


B-D 
for elastic bandaging that stays in place 


New B-D ACE-HESIVE provides the elasticity and support of famous B-D 
quality cotton elastic, plus the added strength and holding properties of a 
specially developed adhesive backing. 

unfailing support —will not slip or creep, even in hard-to-bandage areas 
sufficient elasticity —correct combination of stretch and tension ensures uniform 
pressure and ease of application 

minimum skin reaction —purest-grade ingredients practically assure freedom 
from skin sensitivity 


semipermeable — permits passage of air and excess exudates 


BectON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY 


B-D AND ACE-HESIVE, T.M. REG. U.S. PAT. OFF. 


individual Package 
Each bandage in o moisture-proot 
olyethylene bag, individually box 

In 2”; 3" ond 4” widths 


Handy New Tube Package 
Twelve inches of ACE-HESIVE 

cut 3" or 4” widths. 
Packaged in a woxed, 
secled tube. 
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ACETYLCARBROMAL TABLETS 


* Proved safe and effective by 6 years’ 


clinical use. 


* Soothes the central nervous system, 


produces calmness without hypnosis. 


* Non-toxic, non-cumulative, non-ad- 


dicting, no known contraindications. 


* Does not impair mental or physical 


function. 


* Orally effective within 30 minutes 


for sustained action up to 6 hours. 


Economical. 


Indications: Tension, nervousness, 
anxiety and muscular spasm. 
Supplied: White round tablets 
Acetylcarbromal 5 gr. in bottles 
of 100, 1000. 


‘Write for samples and literature 


There's Always A Leader 


MALLARD, inc. 


3021 WABASH, DETROIT 16, MICHIGAN 


Fortified Digestive Enzymes 
WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 


Composition: 
Each Convertin-H tablet contains: 


in sugar-coated outer layer 


Homatropine Methylbromide...... 2.5 mg. 

Betaine Hydrochloride.......... 130.0 mg. 
(providing 5 minims diluted Hydrochloric 
Acid U.S.P.) 

Oleoresin Ginger............... 1/600 gr. 

In enteric-coated inner core 

Pancreatin (4 x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 

Desoxycholic Acid.............. 50.0 mg. 


Dose: 1 or 2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 
send for samples 
B. F. Ascher & Co., Inc. 
Ethical Medicinals 
KANSAS CITY, MO. 


Journat A.O.A. 
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(Prednisolone tertiary-butylacetate, Merck) 


for relief that lasts—longer 


SPRAINS— 
reduces tenderness, 
welling and 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘HYDELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc. vials. 


Anti-inflammatory 
effect lasts longer 
than that provided 
by any other 
Steroid ester 


(6 days—37.5 mg.) 


Prednisolone Acetate (8 days—20 mg.) 


HYDELTRA-T.B.A. 


(13.2 days—20 mg. 


4 8 © 7? © 9 88 82 83 


MERCK SHARP & DOHME 
DIVISION OF MERCK @ CO., INC. 
PHILADELPHIA 1, PA. 
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as the vaginal menstrual guard of choice... 


ut also for professional use 


to retain vaginal and cervical medications 
after treatment and between office visits. 


to protect against seepage after cervical 
biopsy or cauterization. 


to absorb discharges or abnormal secretions. 


Three Absorbencies— ReEcuLar, SuPer, JuNioR— 
for varying requirements. 


) Made of pure surgical absorbent cotton — readily 

available and economical. 

| . COMFORTABLE * CONVENIENT * SAFE 
AOA—i07 


4 | | \ INCORPORATED «+ PALMER, MASS. 


Journat A.O.A. 
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PHENAPH 


Phenaphen Plus is the physician-requested 
combination of Phenaphen, plus an anti- 


each coated tablet contains: Phenaphen 
Phenacetin (3 gr.). . . . 194.0 mg. 
Acetylsalicylic Acid (2% gr.) . 162.0 mg. 
Phenobarbital (4 gr.) . . . . 16.2 mg. 
Hyoscyamine Sulfate . . . . 0.031 mg. 

plus 
Prophenpyridamine Maleate. . 12.5 mg. 
Phenylephrine Hydrochloride . 10.0 mg. 


e PROFESSIONAL PRINTING COMPANY, IN 


NEW HYDE PARK, N. Y. 


Gentlemen: Please send free Histacoun 
Bookkeeping samples and literature, ‘no 
obligation on. my part. . 


Dr 


Address. 


if 
a 
ASIATIC 
EAD COLD 
~ 
i 
if 
histaminic and a nasal decongestant. 
Robins 
Available on prescription only. 
: 
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Growth, and Development of Osteopathy 


A and the Osteopathic Profession 


special TWO for $1.00 


Terms are CASH WITH ORDER. 


ONLY 


AN INDISPENSABLE SOURCE OF FACTS FOR: Doctors 
of Osteopathy . . . Newspaper Editors . . . Magazine Writers 


j ‘he . .. Librarians . . . Educators. . 
lators . . . Foundation Directors . . 


Sociologists . . . Legis- 
. Doctors of Medicine... 


and all health agencies needing a forthright statement of fact 


Osteopathic dealing with the osteopathic profession. 


TOPICS COVERED ... 


Movem ent © "Osteopathy'sBeginnings 


and its Definition as a 


In Medicine e Pro- 


fession" 
Edited b 
"Medical Advance in Re- e 
Raymond P. Keesecker, D.O. lation to Osteopathic Ad- 


vance Prior to 1920" 


Literature Sales, 

AMERICAN OSTEOPATHIC ASSN., 

212 E. Ohio St., 

Chicago I], Illinois DATE.... 


"The Drugless Myth in 
Osteopathy” 

"Early Osteopathy and 
Surgery" 

"A Succinct Description 
of Osteopathy" 

PLUS more than 14 other 
subjects of similar inter- 
est 


Please send me two copies of THE OSTEOPATHIC MOVEMENT IN MEDICINE at 
the special price of TWO copies for $1.00. Payment in full is enclosed. 


92° 


Journat A.O.A. 
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Prescribed by physicians throughout the world 


Have FELSOL provides safe and 
you effective relief in Asthma, 
ever Hay Fever and related bronch- 
used ial affections. 


FELSOL 


FELSOL also relieves pain 
and fever in Arthritis, Headache, 
and other painful conditions. 


The fast action and long duration of FELSOL 
gives smooth and comforting relief. After a sin- 
gle therapeutic dose of antipyrine, Brodie and 
Axelrod report, “Plasma levels declined slowly, 
measurable amounts of the drug persisting 24 
hrs.” (J. Pharm. & Exper. Ther. 98:97-104, 1950) 


Each oral powder contains: 
Antipyrine ..... 0.869 gm. 
Iodopyrine..... 0.031 gm. 
Citrated Caffeine . . 0.100 gm. 


Try this unique and superior product by writing for 
free Professional Samples and Literature 


American Felsol Co. « P. O. Box 395 ¢ Lorain, Ohio 


Available at all Drug Stores 


UNITED 
A Mutual Investment Fund 


Check (“) for the prospectus 
and descriptive literature you 
would like to receive: 


UNITED SCIENCE FUND 
UNITED INCOME FUND 
UNITED ACCUMULATIVE FUND 


UNITED CONTINENTAL FUND 


WADDELL & REED, inc. 


Principal Underwriters 


Offices Coast to Coast 


20 WEST 9TH, KANSAS CITY 5, MO. 


40 WALL ST., NEW YORK 5, N. Y. 
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NEW 1957 


LIPPINCOTT 


BOOKS 


SURGERY: Principles and Practice 


Allen, Harkins, Moyer & Rhoads 


NEW and total picture of surgery in 
all its departments, each chapter writ- 
ten by a leading specialist. Presents in 
one volume the latest and best in sur- 
gical thought and method as taught in 
America’s foremost medical schools. 

1495 Pages 623 Illustrations 
NEW, 1957 $16.00 


HANDBOOK OF 
DIFFERENTIAL DIAGNOSIS 
Harold Thomas Hyman, M.D. 


NEW 2nd Edition completely revised 
with cross-references to more than 
1200 analyses on differential diagnosis. 
Over 3200 entries indexed and catego- 
rized for quick, easy reference. A book 
unique in its organization of material, 
thoroughly up to date, and of great 
practical value for consultation in daily 
practice. 

801 Pages Over 3,200 Entries 
NEW 2nd Edition, 1957 $8.00 


Rypins’' MEDICAL 
LICENSURE EXAMINATIONS 


Walter L. Bierring, M.D., F.A.C.P., 
M.R.C.P., Editor 


Compact, orderly, one-volume presen- 
tation of the several fields of medicine, 
permitting a dependable review of the 
material covered in the undergraduate 
medical course. Includes all that the 
authors consider essential in the light 
of modern examination trends. 


856 Pages NEW 8th Edition, 1957 $10.00 


J. B. LIPPINCOTT COMPANY 
East Washington Square, Philadelphia 5, Pa. 
In Canada—4865 Western Avenue, Montreal 6, P. Q. 


Please enter my order and send me: 
O SURGERY: Principles and Practice ........ $16.00 
O HANDBOOK OF DIFFERENTIAL 


DIAGNOSIS $ 8.00 
O RYPINS’ MEDICAL LICENSURE 

EXAMINATIONS $10.00 
0 Convenient Monthly Payments 
JAOA-11-57 
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elevated 
serum 
cholestero 


two factors 


recommended as aids in the management and prevention of atherosclerosis in 


LINODOXINE 


LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI 


1 Linoleic acid—essential unsaturated fatty | Supplied: Pleasantly orange-flavored 
acid—to help restore and maintain the Linopoxine Emutston, bottles of 1 pint; 


proper ratio between saturated and unsat- LinopoxineE Capsu es, bottles of 100. 


urated fat in the diet. 1. Van Gasse, J. J., and Miller, R. F.: Current Concepts 
Pyridoxi sal f h ‘lizati on the Etiology and Management of Atherosclerosis, 
yridoxine—essential for the utilization Scientific Exhibit, American Medical Association Meeting, 
of linoleic acid in the body. New York, June 3-5, 1957. 
*Trademark 


-Significant reduction of elevated serum 

cholesterol has been obtained with Linodoxine PrizEr LABORATORIES 

in clinically well patients and in those with Division, Chas. Pfizer & Co., Inc. 
diagnosed coronary disease.’ Brooklyn 6, N. Y. 


I 


MODERNIZE YOUR OFFICE 


AMINONN 


Arthritis 
Neuritis 
Bursitis 
Sprains 
Lumbago 
Myositis 
Arthralgia 


Pain, inflammation, swelling and congestion are quickly Designed to make your work faster + easier + 
relieved by local application of Arthralgen. more pleasant 
A RY HI IR A IL G EN ® Your Aloe representative will provide graphic, 
specific assistance in the planning of your new office 
(Arthralgesic Unjzuent) or modernization of existing facilities. Write today 
for our colorful new brochure describing STEELINE 


Contains: 
7 Methacholine Chloride—for vasodilatation of both practice-tested equipment. No cost or obligation, 
arterioles and capillaries of course. Dept. 116. 
Methyl Salicylate—for analgesia 
14 fully-stocked 
: Thymol and Menthol—for penetrating warmth a.s.a lee company yrtercittag 


1 oz. tubes and 8 oz. jars. Samples on request. 


919 North Michigan Avenue, 
Chicago 11, Illinois 


1831 OLIVE STREET © ST. LOUIS 3, MO. coast to coast 
WHITTIER LABORATORIES 


IDEAL FOLDING 


Well constructed, strong. 
Will not tip or shake. 

Easy to open and close. 
Length 69”. Width 22” 
Height 2714”. Weight 32 lbs. 
Walnut finish. 


Simulated leather covering. 
Heavy standard padding. 
Shipping Weight 40 lbs. 


Price $42.50 


(Paratex and felt) 2” Paratex padding $12.50 additional 


Unconditional guarantee on workmanship and materials. All items shipped 
f.o.b. from Factory in Kirksville, Mo. Cash must accompany orders. 


, American Osteopathic Association 
212 E. Ohio St. Chicago 11, Illinois 
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PHENAPHEN PLUS 


Phenaphen Plus is the physician-requested each coated tablet contains: Phenaphen 


combination of Phenaphen, plus an anti- Phenacetin(3gr.). . . . 194.0 mg. 

Acetylsalicylic Acid (2% gr.) . 162.0 mg. 

histaminic and a nasal decongestant. Phenobarbital (4 gr.) . . . 16.2 mg. 

Hyoscyamine Sulfate .. . . 0.031 mg. 

plus 

y Prophenpyridamine Maleate . . 12.5 mg. 
Available on prescription only. 7/2 Phenylephrine Hydrochloride . 10.0 mg. : 


FOR EFFECTIVE 
CORTICOSTEROID THERAPY 


three to five times the activity of hydrocortisone 


supplied: 
5 mg. and 2.5 mg. scored tablets; PARKE, DAVIS & COMPANY 
bottles of 30 and 100. DETROIT 32, MICHIGAN 
*TRADE MARK 


Journat A.O.A. 
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Noludar 


will put your patient 


— 


SS 


sleep 
and will not awaken 
with that knocked out 


feeling 


Two 200 mg Noludar® Tablets 
(non-barbiturate) are almost 


certain to produce sound, 
restful sleep. One 200 mg 
tablet is frequently adequate. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc 
Nutley 10, New Jersey 


Noludar®— brand of methyprylon— non-barbiturate 
sedative-hypnotic 
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(Penicillin V Potassium, Lilly) 


Quatity / RESEARCH /INTEGRITY 


JOURNAL A.O.A, 


a 
‘d 
New key to oral penicillin effectiveness : | 
| 
ele} JIANAPOLIS. NDIANA.. 


Conventions and 
meetings 


Announcements 


American Osteopathic Associa- 
tion, Sixty-Second Annual Conven- 
tion, Sheraton-Park and Shoreham 
Hotels, Washington, D.C., July 14- 
18. Program Chairman, Richard 
O. Brennan, 1115 W. Alabama St., 
Houston 6, Tex. 


Arizona, annual meeting, El Dorado Ho- 
tel, Tucson, May 4-6. Program Chair- 
man, James B. Carson, 2813 .S. Sixth 
Ave., Tucson. Secretary, Russell Pe- 
terson, 2747 E. McDowell Rd., Phoenix 


California, annual meeting, Senator Ho- 
tel, Sacramento, May 14-18. Program 
Chairman, Richard E. Eby, 1247 N. 
Park Ave., Pomona. Executive Secre- 
tary, Mr. Thomas C. Schumacher, 1298 
Wilshire Blvd., Los Angeles 17. 


Colorado, Rocky Mountain Osteopathic 
Conference, Broadmoor Hotel, Colora- 
do Springs, November 15-17. Annual 
meeting, Denver, May 3. Program 
Chairman, A. Hollis Wolf, 304 Carlton 
Bldg., Colorado Springs. Secretary, C. 
Robert Starks, 1459 Ogden St., Denver 
18. 


Georgia, annual meeting, Dinkler-Plaza 
Hotel, Ati!anta, May 12-14. Program 
Chairman, Charles B. Wright, Tucker 
Hospital, Tucker. Executive Secretary, 
Mr. James C. Chappell, 3900 Bobolink 
Dr., Decatur. 


Illinois, annual meeting, Palmer House, 
Chicago, April 24-26. Executive Secre- 
tary, Mr. Douglas O. Durkin, Room 
521, 53 W. Jackson Blvd., Chicago 4. 


Indiana, annual meeting, French Lick- 
Sheraton Hotel, French Lick, May 18- 
20. Program Chairman, Harold T. 


Sparks, 2317 Washington Ave., Evans-. 


ville 14. Secretary, Arabelle Baker 
Wolf, 4840 N. Michigan Rd., Indian- 
apolis. 


Iowa, annual meeting, Hotel Savery, Des 
Moines, May 25-27. Program Chair- 
man, George W. Sutton, 511 E. Wash- 
ington, Mount Pleasant. Secretary, Mr. 
Herman W. Walter, 200 Walnut Bldg., 
Des Moines 9. 


Maine, midyear meeting, Elmwood Hotel, 
Waterville, December 5-7. Annual 
meeting, Samoset Hotel, Rockland, 
June 26-28. Program Chairman, Rob- 
ert J. Meehan, 223 Main St., Rockland. 
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Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials,| METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


1 tablet 
all night 


Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy—costs less than q.i.d. 
therapy in long-term angina control. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), 
botties of 50 tablets. 


'Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956, 


Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg, 


Sustained 


Ther. Looming 44th St., New York 17, NY. 


Executive Secretary, Mr. George R. 
Petty, Monmouth. 


Massachusetts, annual meeting, Somerset 
Hotel, Boston, January 18-19. Execu- 
tive Secretary, Mrs. Gladys M. Stock- 
dale, 524 California St., Newtonville 60. 


Minnesota, annual meeting, Hotel Nicol- 
let, Minneapolis, May 1-3. Program 
Chairman, Robert M. Plasch, 816 E. 
38th St., Minneapolis 7. Secretary, E. 
R. Komarek, 301 Granite Exchange 
Bldg., St. Cloud. 

New Jersey, annual meeting, Traymore 


Hotel, Atlantic City, March 8-9. Pro- 
gram Chairman, John D. Dennis, Jr., 


46 Glenwood Ave., East Orange. Ex- 
ecutive Secretary, Mr. I. J. Tecker, 
1007 Pinebrook Road, Haddonfield. 


Northwest Osteopathic Convention, 
Olympic Hotel, Seattle, June 12-14. 
Program Chairman, Wilbert B. Saun- 
ders, 4730 University Way, Seattle 5. 


Ohio, annual meeting, Neil House, Co- 
lumbus, May 4-7. Program Chairman, 
A. R. Fuller, 201 S. Park Ave., Fre- 
mont. Executive Secretary, Mr. Wil- 
liam S. Konold, 53 W. Third Ave., Co- 


lumbus 1. 


Ontario, annual meeting, Windsor, May 
1-3. Program Chairman, Norman W. 
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One tablet q. 12 h. to prevent angina pectoris a 
2 
all night 
: 


Routledge, 15, Ursuline Ave., Chatham. 
Secretary, A. V. DeJardine, 205 Yonge 
St., Toronto 1. 


Oregon: See Northwest Osteopathic Con- 
vention. 


Rhode Island, midyear seminar, Cranston, 
November 24. Annual meeting, March 
5-6. Program Chairman, J. Weston 
Abar, 981 Narragansett Blvd., Provi- 
dence 5. Secretary, Sidney A. Fogel, 
3138 Pawtucket Ave., Riverside 15. 


Rocky Mountain: See Colorado. 
Society of Divisional Secretaries, midyear 
meeting, A.O.A. Central Office, Chica- 


go, January 25-26. Program Chairman, 
Arabelle Baker Wolf, 809-13 Odd Fel- 
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lows Bldg., Indianapolis 4. Secretary, 
Mr. Paul D. Adams, 325 E. McCarty 
St., Jefferson City, Mo. 


Tennessee, annual meeting, Maxwell 
House, Nashville, April 27-30. Pro- 
gram Chairman, William H. Graves, 
Central Bldg., Bristol. Secretary, J. M. 
Moore, Jr., 200 High St., Trenton. 


Virginia, annual meeting, Williamsburg 
Lodge, Williamsburg, May 22-24. Pro- 
gram Chairman, Felix D. Swope, 126 
N. Columbus St., Alexandria. Secre- 
tary, John A. Cifala, 2778 N. Washing- 
ton Blvd., Arlington. 


Washington, midyear symposium, Wash- 
ington Athletic Club, Seattle, Decem- 
ber 7. Program Chairman, William E. 


Merrill, 3107 W. McGraw St., Seattle 
99. Corresponding secretary, Mrs, 
Dorcas L. Sizer, 4010 Sixth Ave, 
Tacoma 6. Annual meeting: See 
Northwest Osteopathic Convention. 


West Virginia, annual meeting, Daniel 
Boone Hotel, Charleston, May 18-20, 
Program Chairman, Earl K. Lyons, 
Professional Bldg., Kerens Ave., EI- 
kins. Secretary, Guy E. Morris, 542 
Empire Bank Bldg., Clarksburg. 


Wisconsin, annual meeting, Wisconsin 
Hotel, Milwaukee, April 28-30. Pro- 
gram Chairman, Donald R. Bartingale, 
403 S. Farwell St., Eau Claire. Secre- 
tary, Edwin J. Elton, 1518 N. 70th St., 
Wauwatosa 13. 


State and 
national boards 


ARIZONA 

Those interested in professional ex- 
aminations should contact Russell Peter- 
son, D.O., secretary, Osteopathic Board 
of Registration and Examination in Med- 
icine and Surgery, 2747 East McDowell 
Rd., Phoenix. 

Basic science examinations December 
17 at the University of Arizona, Tucson. 
Applications must be filed 2 weeks prior 
to examinations. Address Herbert D. 
Rhodes, Ph.D., secretary, Arizona State 
Board of Examiners in the Basic Sci- 
ences, University of Arizona, Tucson. 


COLORADO 
Basic science examinations December 
4-5 at Y.M.C.A. Building, Denver. Ap- 
plications must be filed by November 20. 
Address Esther B. Starks, D.O., secre- 
tary, Basic Science Board, 1459 Ogden 
St., Denver 18. 


_ CONNECTICUT 
Basic science examinations February 8. 


Applications must be filed 2 weeks prior 
to examinations. Address Herbert S. 
Harned, Jr., M.D., secretary, Board of 
Healing Arts, 110 Whitney, Ave., New 
Haven 10. 


DELAWARE 
Examinations January 14-16. Address 
Joseph S. McDaniel, M.D., secretary, 
Board of Medical Examiners, 229 S. 
State St., Dover. 


FLORIDA 
Dominic ‘Raffa, Tampa, has been ap- 
pointed and W. S. Horn, Palmetto, reap- 
pointed to the State Board of Osteopath- 
ic Medical Examiners. 


ILLINOIS 
Examinations in January in Chicago. 
Address Mr. Frederic B. Selcke, Super- 
intendent of Registration, Department of 
Registration and Education, State House, 
Springfield. 


Journa A.O.A. 
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IOWA 

Basic science examinations January 14 
at the State House, Des Moines. Address 
Ben H. Peterson, Ph.D., secretary, Board 
of Basic Science Examiners, Coe Col- 
lege, Cedar Rapids. 


KANSAS 
Richard Gibson, Winfield, has been 
elected vice president of the new Board 
of Healing Arts. Stanley E. Davis, Co- 
lumbus, and James B. Donley, Kingman, 
are also on the Board. 


MASSACHUSETTS 
Examinations January 14. Address 
Robert C. Cochrane, M.D., secretary, 


Board of Registration in Medicine, Room 
37, State House, Boston 33. 


MICHIGAN 
Basic science examinations in February 
at Detroit and Ann Arbor. Address Mrs. 
Anne Baker, secretary, Board of Exam- 
iners in the Basic Sciences, 116 Mason 
Bidg., Lansing. 


MINNESOTA 
Basic science examinations January 7 
at University of Minnesota, Minneapolis. 
Address Raymond N. Bieter, M.D., sec- 
retary-treasurer, Board of Examiners in 
the Basic Sciences, 105 Millard Hall, 
University of Minnesota, Minneapolis 14. 


NEBRASKA 
Basic science examinations, January 
14-15. Address John S. Latta, Ph.D., sec- 
retary, Basic Science Board of Examin- 
ers, University of Nebraska College of 
Medicine, Lincoln. 


NEVADA 

Professional examinations January 25 
at 345 Cheney St. Reno. Applications 
must be filed 2 weeks prior to examina- 
tion. Address W. J. Walker, D.O., sec- 
retary, Board of Osteopathic Examiners, 
210 W. Second St., Reno. 

Basic science examinations January 7. 
Address Donald G. Cooney, Ph.D., sec- 
retary, Board of Examiners in the Basic 
Sciences, Box 9005, University Station, 
Reno. 


NEW MEXICO 
Basic science examinations January 19. 
Address Mrs. Marguerite Cantrell, sec- 
retary, Board of Examiners in the Basic 
Sciences, P.O. Box 1522, Santa Fe. 


NORTH CAROLINA 
Richard C. Baker, Rockingham, and 
Guy T. Funk, Winston-Salem, were 
named to the Board of Osteopathic Ex- 
amination and Registration. 


NORTH DAKOTA 
Examinations January 11 at Minot. 
Applications must be filed by December 
15, Address Gordon L. Hamilton, D.O., 


secretary, Board of Osteopathic Examin- - 


ers, Ringo Bldg., 119 S. Main St., Minot. 


OHIO 
Examinations December 17-19 at Desh- 
ler-Hilton Hotel, Columbus. Applications 
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High concentration topical salicylate-menthol therapy 
(BAUME BENGUE) offers safe, penetrating relief of 
painful joints and muscles caused by overexertion. 


Menthol-induced hyperemia plus high local 
concentration of salicylate has been rediscov- 
ered as one of the most promptly effective reme- 
dies for rheumatoid discomfort due to exposure. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


New, objective evidence: 
A double-blind study! has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BAuME BENGUE, a high-concentration 
salicylate-menthol compound. 


The local and systemic effects of 
BAUME BENGUE were evaluated by 
entirely objective methods in 211 
subjects of both sexes suffering from 
various types of chronic arthritis, 
bursitis, neuralgia, myalgia and lum- 
bago. Changes in range of joint 
motion were determined by goni- 
ometer and by flexion. Topical appli- 
cation of BAUME BENGUE measurably 
improved articular function in 94% 
when physical therapy was also used, 
and in 61% without adjunctive treat- 
ment. Efficient salicylate absorption 
was indicated by an average urinary 
excretion of 15 mg. in 24 hours. No 
ill effects were reported or observed. 


This controlled study offers new evi- 
. dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BAUME BENGUE, one of 
the most reliable formulae at the 
physician’s disposal. 
iBrusch, C. A., et al.: Md. State Med. J.; 
5:36, 1956. 


BAUME BENGUE is supplied in two 
strengths: Regular and Children’s. 
Also available in new Greaseless-Stain- 
less form. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N. Y. 


must be filed by December 3. Address 
H. M. Platter, M.D., secretary, Medical 


- Board, 21 W. Broad St., Columbus 15. 


OREGON 
Examinations in January. Address Mr. 
Howard I. Bobbitt, secretary, Board of 
Medical Examiners, 609 Failing Bldg., 
Portland 4. 


RHODE ISLAND 
Examinations January 2-3 at Provi- 
dence. Address Mr. Thomas B. Casey, 
Administrator of Professional Regula- 
tion, 366 State Office Bldg., Providence. 


SOUTH CAROLINA 
Examinations November 19 at Colum- 
bia. Address Ernest A. Johnson, D.O., 


secretary, Board of Osteopathic Examin- 
ers, Box 525, Summerville. 


SOUTH DAKOTA 
Professional examinations January 21- 
22. Applications must be filed 2 weeks 
prior. Address Mr. John C. Foster, exec- 
utive secretary, Board of Medical and 
Osteopathic Examiners, 300 First Nation- 
al Bank Bldg., Sioux Falls. 
Basic science examinations December 
6-7 at the Medicine and Science Bldg., 
University of South Dakota, Vermillion. 
Address Gregg M. Evans, Ph.D., Basic 
Science Board, 310 E. 15th St., Yankton. 


TENNESSEE 
Basic science examinations given every 
3 months. Address O. W. Hyman, M.D., 


101 


a 4 
gee 
j 
4 
= 


Formula 


It is important, when inducing normal bowel-function, to 
supply a non-irritating bulk to the colon, especially in those 
cases in which it has been necessary to eliminate from 

the diet the high roughage foods containing 


irritating bulk (lignin and cellulose). 


It has been shown! that the colon resumes a more normal 
peristaltic pattern? when it is supplied with a stool of medium 
soft consistency of sufficient bulk®, especially if the 
indigestible portion of that bulk consists 


primarily of hemicellulose*. 


L. A. FORMULA is a vegetable concentrate of naturally 


occurring hemicelluloses. It is derived 
seed by our special Ultra-Pulverization 


simultaneously dispersed in lactose and dextrose. 
It provides just the moist, smooth, effective’ bulk so 


essential to normal peristalsis. 


Furthermore, L. A. FORMULA is undetectable in fruit 
juice and milk, pleasant tasting in water, and available 

in 7 and 14 ounce containers at significantly lower cost- 
to-patient prices. That’s why we say L. A. FORMULA 


1. Dolkart, R. E., Dentler, M., & Barrow, L. L., Illinois M. J., 90:286, 1946 

2. Adler, H. F., Atkinson, A. J., & Ivy, A. C., Am. J. Digest. Dis., 8:197, 1941 
3. Wozasek, O., & Steigman, F., Am. J. Digest. Dis., 9:423, 1942 

4. Williams, R. D. & Olmsted, W. H., Ann. Int. Med., 10:717. 1936 

“5. Cass, L. J. & Wolf, L. P., Gastroenterology, 20:149, 1952 


Formula: 50% plantago ovata coating dispersed in lactose and dextrose. 


Made ty BURTON, PARSONS & COMPANY Since 
Ouginalers of Bine Colores 


WASHINGTON 9, D.C. 


from blond psyllium 
Process and 


secretary, Board of Basic Science Ex- 
aminers, 874 Union Ave., Memphis 3. 


TEXAS 

Examinations December 5-7 at the Hil- 
ton Hotel, Fort Worth. Applications 
must be filed at least 10 days prior to 
examinations. Address M. H. Crabb, 
M.D., secretary, Board of Medical Ex- 
aminers, 1714 Medical Arts Bldg., Fort 
Worth 2. 


VERMONT 
Examinations January 22-23 at Mont- 
pelier. Applications must be filed by Jan- 
uary 10. Address Charles D. Beale, D.O., 
secretary, Board of Osteopathic Exam- 
ination and Registration, Mead Bldg., 
Rutland. 


102 


WASHINGTON 

Professional examinations January 13- 
15 at the University of Washington, Seat- 
tle. Applications must be filed by Decem- 
ber 31. Address Mr. Edward C. Dohm, 
secretary, Department of Licenses, Pro- 
fessional Division, Olympia. 

Basic science examinations January 8- 
9 at the University of Washington, Seat- 
tle. Applications must be filed by Decem- 
ber 31. Address Mr. Dohm. 


WEST VIRGINIA 
Donald C. Newell, Oak Hill, has been 
appointed acting secretary of the Board 
of Osteopathy. 


WISCONSIN 
Professional examinations January 14- 


15 at Madison. Address Thomas W. Tor- 
mey, Jr., M.D., secretary, Board of Med- 
ical Examiners, State Office Bldg., 1 W. 
Wilson St., Madison. 

Basic science examinations Saturday, 
December 7, at Marquette University 
School of Medicine Auditorium, Milwau- 
kee. Applications must be filed by No- 
vember 29. Address Mr. W. H. Barber, 
secretary, Board of Examiners in the 
Basic Sciences, Ripon College, Ripon. 


WYOMING 
Examinations February 3. Address 
Franklin D. Yoder, M.D.,_ secretary, 
State Board of Medical Examiners, New 
State Office Bldg., Cheyenne. 


Reregistration 


of osteopathic licenses 


December 1—District of Columbia, $4. 
Address Mr. Paul Foley, deputy director, 
Department of Occupations and Profes- 
sions, 1740 Massachusetts Ave., N.W., 
Washington 6. 


December 1—Georgia, $3; after De- 
cember 31, $10. Address Mr. C. L. Clif- 
ton, joint secretary, State Examining 
Boards, State Capitol, Atlanta. 


December 1—Oregon, resident, $15; 
nonresident, inactive, $5. Address Mr. 
Howard I. Bobbitt, executive secretary, 
Board of Medical Examiners, 609 Fail- 
ing Bldg., Portland 4. 


December 31—Tennessee, $5. Address 
M. E. Coy, D.O., secretary, Board of 
Examination and Registration for Osteo- 
pathic Physicians, 1226 Highland, Jack- 
son. 


Prior to January 1—Arizona, not more 
than $10. Address Russell Peterson, D.O., 
secretary, Osteopathic Board of Regis- 
tration and Examination in Medicine and 
Surgery, 2747 E. McDowell Rd., Phoe- 
nix 22. 


January 1—California, $20 for resi- 
dents and nonresidents. Address Glen D. 
Cayler, D.O., secretary, Board of Osteo- 
pathic Examiners, 1013 Forum Bldg., 
Sacramento 14. 


January 1—Florida, $5. Address W. 
S. Horn, D.O., secretary, Board of Os- 
teopathic Medical Examiners, P.O. Box 
85, Palmetto. 


January 1—Maine, $4. Address George 
F. Noel, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
20 Monument Square, Dover-Foxcroft. 


January 1—Manitoba, $5. Address W. 


Journat A.O.A. 


Kurth, D.O., secretary, Board of Osteo- 
pathic Physicians, 248 Moorgate Blvd., 
St. James, Winnipeg 12. 


January 1—New York, $6, biennially. 
A physician receiving a license the sec- 
ond year of any biennial registration pe- 
riod pays a fee of $3 for a certificate 
expiring December 31 of such second 
year. Address Stiles D. Ezell, M.D., sec- 
retary, Bureau of Professional Examina- 
tions and Registrations, 23 S. Pearl St., 
Albany 7. 


January 1—Ontario, $35. Address D. 
Gordon Campbell, D.O., secretary, Board 
of Directors of Osteopathy, 2 Bloor St., 
E., Toronto 5. 


January 1—Pennsylvania, Surgeons Ex- 
amining Board, $10. Address Mrs. Kath- 
erine M. Wollet, acting secretary, Board 
of Osteopathic Examiners, Bureau of 
Professional Licensing, Harrisburg. 


January 1—Saskatchewan, $30. Ad- 
dress Anna E. Northup-Little, D.O., 2228 
Albert St., Regina. 


January 1—Texas, $5. Address M. H. 
Crabb, M.D., secretary, Board of Medi- 
cal Examiners, 1714 Medical Arts Bldg., 
Fort Worth 2. 


January 1—Utah, $3. Address Alice E. 
Houghton, D.O., secretary, Osteopathic 
Examining Board, 600 Zion’s Savings 
Bank Bldg., Salt Lake City 1. 


January—Alberta. No reregistration. 
Pay $10 a year membership in the Col- 
lege of Physicians and Surgeons, Al- 
berta, in January. 


During January—Connecticut, $2. Ad- 
dress Frank Poglitsch, D.O., secretary, 
Osteopathic Examining Board, 300 Main 
St., New Britain. 


During January—Minnesota, $2. Ad- 
dress Wallace F. Kreighbaum, D.O., sec- 
retary, Board of Osteopathic Examiners, 
2748 Hennepin Ave., Minneapolis 8. 


During January—Wisconsin, not to ex- 
ceed $5. Amount to be fixed by state 


board. Address Thomas W. Tormey, Jr., ~ 


M.D., secretary, Board of Medical Ex- 
aminers, State Office Bldg., 1 W. Wilson 
St., Madison. 


January 31—British Columbia, amount 
of fee set at Annual Meeting of Council 
of College of Physicians and Surgeons 
of British Columbia. Address Lynn 
Gunn, M.D., registrar, 1807 W. 10th 
Ave., Vancouver 9. 


Prior to February 1—Vermont, $3 resi- 
dents, $2 non-residents. Address Charles 
D. Beale, D.O., secretary, Board of Os- 
teopathic Examination and Registration, 
Mead Bldg., Rutland. 
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To help patients 


A ‘STRASIONIC’ RELEASE PRODUCT 


PREDICTABLE 
WEIGHT LOSS x Biphetamine capsules 
containing a mixture of equal parts of amphetamine and 
dextro amphetamine in the form of a resin complex. 
Three strengths—Biphetamine 20 mg., 12% mg., 7% mg. 


say “No thanks”... 


BIPHETAMINE: 


RESIN 


APPETITE CONTROL. ior 10-14 hours, due 


to ‘Strasionic’—sustained ionic—release. 


PATIENT 


APPRECIATION 


one capsule once-a-day. 


For Literature and Samples, we STRASENBURGH 


ined ionic) release 


R. 3. STRASENBURGH CO., ROCHESTER, N. Y., U.S.A. 


Prior to March 1—Colorado, $2 if 
legal resident of state, $10 if not resi- 
dent. Address Mrs. Buelah H. Hudgens, 
executive secretary, Board of Medical 
Examiners, 1612 Tremont Pl., Denver 2. 


Examination 
by National Board 
The National Board of Examiners for 


Osteopathic Physicians and Surgeons 
conducts Parts I and II of its examina- 


tion on the first Thursday and Friday of 
each May and December at the six ap- 
proved colleges. Application blanks may 
be obtained from the secretary or the 
dean of the college, and the completed 
application blank, together with a pass- 
port photograph and check for the parts 
to be taken must be in the secretary’s 
office by the November 1 or April 1 pre- 
ceding the examination. 

Examinations in Part I consist of anat- 
omy, including histology and embryology ; 
physiology; physiological chemistry; gen- 
eral pathology; and bacteriology, includ- 
ing parasitology and immunology. 

Part II consists of examinations in 
surgery, including applied anatomy, sur- 
gical pathology, and surgical specialties ; 
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Readjusts Estrogen Balance 


At a Patient— 


Relieves Emotional Instability 


Creates 
Confidence and Comfort 


Estrogen Deficiencies 


menopause - hypo-ovarianism 


| symptoms . menometrorrhagia 
FORMULA: 
Each tablet contains: 


Reserpine....... 0.1m 
Ethinyl Estradiol 0.01 mg. 


1 or 2 tablets 1 to 3 times 


and 


in 


SUPPLIED: 
Bottles of 100 
g- | and 1000 tablets. 


DOSAGE: 


per day. 


Pleasing | 


CHICAGO PHARMACAL COMPANY 


Chicago 40, Illinois 


Send for samples 
and literature... 


Specialty 


board examinations 


OBSTETRICS AND GYNECOLOGY 

Examinations February 7-8, 1958, Cos- 
mopolitan Hotel, Denver. Address Jac- 
quelin Bryson, D.O., secretary-treasurer, 
American Osteopathic Board of Obstet- 
rics and Gynecology, 3300 East 17th Ave., 
Denver 6. 


Learning how 
children cope 


with problems* 


Lois Barclay Murphy, Ph.D. 
Research Consultant, 
Department of Child Psychiatry, 
enninger Foundation, 

Topeka, Kans. 


American children have been observed 
in longitudinal studies for some 30 years. 
To be sure, the numbers are relatively 
small; most of the children studied were 
children in cities or university centers, 
and often all too many of them came 
from faculty families who had placed 
them in university nursery schools or ex- 
perimental schools. Such centers had the 
facilities for carrying out careful studies 
and the children in them were easily ac- 
cessible. Thus the samples are not by any 
means representative of even the major 
subcultural groups in the United States. 

Even so, these samples of middle-class, 
normal children have produced data to 
support some important conclusions. It is 
clear that whether children grow up in 
the San Francisco Bay area, in New 
Haven, Conn., or in suburbs of New 


neurology and psychiatry; public health, 
including hygiene, medical jurisprudence; 
osteopathic principles, therapeutics, in- 
cluding pharmacology and materia medica. 

Part III is an oral and practical ex- 
amination given under the supervision of 
a chief examiner who is a member of the 
Board and by a panel of associate ex- 
aminers. Subjects covered in Part III 
are anatomy; physiology; pathology; os- 
teopathic principles; therapeutics, and 
pharmacology; surgery, ophthalmology 
and otorhinolaryngology; obstetrics and 
gynecology; physical and clinical diag- 
nosis; public health and communicable 
diseases. 

These ‘are oral examinations which the 
candidate may take after having satisfac- 
torily completed the first 6 months of a 1 
year internship in a hospital approved by 
the American Osteopathic Association for 
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intern training. Part III is given an- 
nually at the Philadelphia, Kirksville, and 
Los Angeles colleges. 

Eligibility requirements are as follows: 
Part I, satisfactory completion of the 
first 2 years in an approved school of 
osteopathy; Part II, satisfactory comple- 
tion of Part I and of the first two quar- 
ters or trimesters of the senior year in 
an approved osteopathic college; Part 
III, satisfactory completion of Part II 
and at least 6 months of a 1-year intern- 
ship approved by the American Osteo- 
pathic Association. The internship re- 
quirement does not apply to candidates 
who took Part I prior to July, 1950. 

Applications must be filed with the sec- 
retary of the Board not less than 30 days 
prior to the examination dates. Address 
Paul van B. Allen, D.O., secretary, 1512 
N. Delaware Street, Indianapolis 2. 


York City, they have plenty of problems 
to cope with in the process. Some of 
these problems grow out of things that 
are done to or happen to the child: opera- 
tions; accidents; childhood diseases and 
virus infections; the uprooting from 
friends and a familiar neighborhood as 
father gets a better job in another town 
or the family moves into a better house 
in a very different neighborhood; ten- 
sions bouncing onto the child from inter- 
national relations, war anxieties, or actual 
absence of the father for military serv- 
ice; separations from parents who need 
to have a share of fun, recreation, and 
social life of their own or because of a 
need for hospitalization; separations 
when the child starts to nursery school 
or school, sometimes before he is emo- 
tionally ready to leave the home nest; 
tensions between parents, which are wide- 
spread and increase at time of ill health 
or stress in the larger family of in-laws. 


*Reprinted from Children, July-August 1957. 
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Some of the problems arise chiefly 
within the child and arise from: discrep- 
ancies between the child’s abilities and his 
goals; vulnerability or instability related 
to what may be rather minor inequalities 
or defects in the structural equipment of 
the child; anxieties and anger aroused by 
the arrival of a brother or sister, a com- 
petitor for the parents’ affection; or feel- 
ings of being different from brothers and 
sisters or other children who may seem 
to receive more attention, love, or ap- 
proval. 

These problems and many others have 
to be considered as part of the normal 
expectable sources of stress for children 
growing up in our culture. 

Different constellations of these and 
other normal expectable stresses, along 
with ups and downs in the stability of 
the organism during the shifting se- 
quences of body development, contribute 
to the responses resembling behavior prob- 
lems or “symptoms” commonly seen as 
children grow up. How these develop is 
beautifully documented in Jean Macfar- 
lane’s A Developmental Study of the Be- 
havior Problems in Normal Children Be- 
tween 21 Months and 14 years.* 

All the time they are experiencing the 
normal stresses of life, children keep on 
growing, developing strength, and con- 
solidating their resources until they be- 
come adults. Those rambunctious and 
difficult 4-year-olds, Robert in the movie, 
“This Is Robert,’? and Colin in our 
earlier studies,» have now turned into 
strong young men entering upon profes- 
sional preparation along with many other 
erstwhile imps who created plenty of 
trouble and anxious days for mothers 
and teachers who had absorbed unrealistic 
concepts of “good adjustment” from set 
“norms.” The trouble with such stand- 
ards is that those who set them had not 
taken into account the question of how 
well adjusted it is possible to be under 
the conditions of growing up in our so- 
ciety. Sensitivities which contributed to 
“problems” when children were little have 
sometimes blossomed before our eyes into 
creativeness as these children matured 
with support and opportunities provided 
by school and family. Many a shy child 
—like Arthur who was timid in relation- 
ships with other children at the age of 3 
and 4 but highest in scores on rhythm 
and imagination, ‘or Annina who made 
no contact with her nursery-school group 
until she got to a music hour after sev- 
eral weeks of sitting on the sideline—is 
now making a creative contribution to 
the community in which he lives through 
“little theater” work, teaching, or other 
activities. 

Other children, like some of those de- 
scribed in some detail in Caplan’s Emo- 
tional Problems of Early Childhood,' 
were able to come through in a well- 
integrated way when they were free from 
the pressures of their parents and were 
able to make decisions for themselves. 


HOW DID THEY MANAGE? 


Instances of this sort and many others 
which can be pulled out from the tightly 
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packed files of research offices across the 
United States focus our curiosity on the 
question: What was going on? How did 
these children cope with their problems? 
What contributed to their increasing 
strength and ability to outgrow the be- 
havioral difficulties and symptoms which 
they showed at various points during 
their developmental years? Such ques- 
tions imply that the periods and levels of 
continuity and change during growth and 
their relation to the child’s developing 
ways of coping with his environment, his 
problems, and his feelings present impor- 
tant areas for child study. 

Biographers have been fairer than psy- 
chologists about the flux and change, the 
emergence and unfolding of personality, 


in spite of the strong tools provided psy- 
chologists by psychoanalysis, anthropol- 
ogy, and biology. Perhaps biographers 
have been freer because they are not 
burdened by biases and assumptions about 
the role of more or less statically con- 
ceived genetic factors or by standardized 
criteria of developmental norms. It is 
natural for them to think in terms of 
growth and struggle, of pressures and 
how the individual coped with them. 
Along with biography we have in fic- 
tion a few extraordinarily discerning 
studies of children at different phases of 
development, as in High Wind in Ja- 
maica, Early Sorrow, or What Maisie 
Knew." Still these sensitive delineations 
of childhood experience do not tell us 
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much about the efforts of the everyday 
child to deal with the everyday stresses 
of his life, much less the deeper levels of 
management of feelings aroused by the 
frustrations, deprivations, disappoint- 
ments, and pressures of normal living. 
With this dilemma in mind, in 1953 the 
Menninger Foundation, with the support 
of a grant from the Public Health Serv- 
ice of the United States Department of 
Health, Education, and Welfare, began 
to study a group of everyday children of 
preschool age. These children had al- 
ready been studied during infancy by 
Drs. Mary Leitch and Sibylle Escalona 
so that we already had certain informa- 
tion about the families, the personality 
of their mothers, and the characteristics 
of each child. This made it possible for 
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us to draw a line from the point during 
the preschool period at which we began 
studying, for a longer period of time, and 
with a greater variety of methods, a 
quarter of the children studied by Leitch 
and Escalona. This work is now being 
carried into the “latency” age (5 to 12), 
giving us a chance to see the children as 
they move away from their families into 
a wider world. 

Our purpose was to focus on the child’s 
range and ways of coping with everyday 
problems, the processes and sequences in- 
volved in development of new ways of 
coping with new problems as well as per- 
sistent and old ones, continuing styles of 
coping, and, if possible, relationships be- 
tween the child’s equipment (including 
temperament) and his style of coping and 


coping capacity. We included his ways 
of handling impacts from events on the 
outside and also his feelings, conflicts and 
stresses from within himself. 

It is not possible to describe here the 
total scope of the study. All we can do 
is to give a brief preview of some of the 
results we are organizing, some of which 
will be reported in a book on how nor- 
mal children cope with their problems. 

During their preschool period we saw 
these children coping with: separation 
from their mothers; new situations; the 
pressures and demands from male adult 
testers and examiners, as compared with 
the kinds of pressures presented by fe- 
male adults; the threat of invasion of 
their privacy by an adult; authority pres- 
sures such as limits, demands to be quiet, 
demands for compliance; competition 
from siblings; mother’s pregnancy and 
the anticipation of a new baby; sex-role 
confusions; threat to body image and 
traumata of illness or an operation such 
as a tonsillectomy; aggression and com- 
petition from peers; special external 
events, such as the tornadoes that raged 
in Kansas in the spring of 1956; and 
anxieties aroused by the kidnaping and 
murder of a child in Kansas City during 
the early days of our study. 


STYLES OF COPING 


We cannot illustrate here the whole 
range of ways of coping with different 
experiences. We shall limit ourselves 
here to those observed in one sort of sit- 
uation: the children as they took rela- 
tively standardized tests, both “struc- 
tured” and “unstructured,” intelligence 
and projective. We regarded these tests 
as challenges involving a mild degree of 
stress from failures, pressure for speed, 
and the like. As we observed the children 
coping with us and our demands, they 
taught us to watch for certain types of 
steps toward managing problems in the 
environment, such as: 

1. Selection from the environment, narrow- 
ing the field, choosing what can be coped with; 
timing the sequences of coping or the period of 
adjustment to bring the stress within dimen- 
sions that can be handled. 

2. Denial of reality; projecting; using fan- 
tasy to avoid the situation. 

3. Resisting excessive or unwelcome demands; 
escaping from or evading them. 

4. Tolerating; putting up with; 
understanding. 

5. Mobilization of extra effort; compulsive 
repetitions or practice. 

6. Cushioning; protecting self with available 
gratifications. 

7. Compensating for; giving self leeway with 

tary regressi ; softening or embellish- 
ing the situation imaginatively. 

8. Restructuring; reversing roles; controll- 
ing the adult or the situation; making it into 
something different which can be mastered. 

Analysis of the intelligence-test be- 
havior of the children of preschool age 
showed that most of the happiest or best 
adjusted children used a wide variety of 
defenses in a flexible way. 

We are also finding it important to 
watch sequences of coping constellations, 
including defense mechanisms and direct 
efforts characteristic of successive age 
levels and of different personalities. Some 
children grow step by step; others take 
more uneven paths. 
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It is not possible to describe here all 
the different styles of coping which we 
have encountered, much less details of 
the factors which contribute to them. 
Finding out about the latter has required 
the most delicate study of infancy data 
in relation to later records and of the 
continuities and new developments in 
family dynamics over the whole period. 
We can, however, indicate certain major 
differences in styles. 

For instance, certain children are much 
more apt to cope with the problems in 
the external environment by trying to 
change reality to suit their own taste. 
They might be called reality-changing 
copers. These children think up tests for 
the tester, thus reversing roles, suggest 
new ways of doing things, or utilize re- 
sources of the room not included in the 
test. It is perhaps not surprising to find 
such an approach among youngsters in 
Kansas where the environment actually 
was drastically changed in the last hun- 
dred years by the efforts of the settlers 
and later inhabitants. Other children de- 
velop coping methods which remain with- 
in the limits of reality as presented to 
the child. 

Such differences do not seem to be re- 
lated to intelligence in any close way. 
Among normal children within the age 
range we find both styles of coping at 
different intelligence levels, from average 
to very superior. While intelligence may 
be a necessary factor in the tendency to 
cope by reality changing, apparently it is 
not a sufficient factor. Possibly, aspects 
of native equipment or constitutional fac- 
tors may be important here. 

We could suggest a hypothesis that 
fantasy, even if not different in degree, 
serves a different purpose among chil- 
dren. Some use it to compensate for 
frustration and others use it more to re- 
hearse and develop creative ideas to be 
directed outwardly. 

Creativity in coping will probably be 
found to involve different constellations 
of factors, such as: 

1, Range of observation. 

2. Discrimination in observation (unusual de- 
tails). 

3. Range of freedom to explore, manipulate, 
experiment. 

4. Range of techniques with people. 

5. Wide affective-cognitive range (ability to 
use and shift between secondary and primary 
processes and shades .in between). 

6. Freedom from excessive dependence on 
assumed limits or demands. 

7. Large number of ideas. 

8. Originality of ideas. 

9. Constructiveness with materials (tendency 
to combine, integrate). 

10. Capacity to integrate fantasy and im- 
pulses from within with opportunities in the 
external situation. 

While the basic direction of coping ef- 
forts, such as the tendency to be active 
in coping with stress, may tend to char- 
acterize a child over the whole period 
during which we have watched him, dra- 
matic developmental changes se- 
quences in the use of specific coping de- 


vices occur. 


SEQUENCES OF COPING 


Records kept for us by a mother show 
stages in her child’s development of more 
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mature methods of coping with fear, 
pain, shyness, dependence, competition 
from the younger sibling, and the like. 
These records also show successive stages 
in the evolution of the child’s practice of 
gaining comfort from toys and animals. 
Beginning with a “cradle gym” and pro- 
ceeding to stuffed animals and then to 
live cats, he used the objects first as 
sleep comforters, then as props against 
fatigue, and finally as companions to help 
him cope with the strange new situation 
of school. 

A brief summary of the stages a little 
girl, Molly, went through in coping with 
fear of thunder and the noise of a jet- 
plane follows: 


1. As a 2-year-old Molly cried many times 
and was completely terrified during thunder- 
storms or when a jetplane passed overhead. 

2. At 3 years 3 months, she got into bed 
with her older sister during a thunderstorm 
and accepted comfort from her. 

3. At about the same time Molly began to re- 
assure herself (and her baby brother) saying, 
“It’s just noise and it really won’t hurt you a 
bit.” 

4. A month later Molly was again terrified 
as a jetplane flew unusually low overhead; she 
cried, and clung to her sister for comfort. A 
few hours later she repeated several times to 
herself, ““Thunder really doesn’t hurt you; it 
just sounds noisy. I’m not scared of planes, 
just thunder.” 

5. The next month she opened the door into 
her parents’ room during a thunderstorm, say- 
ing that her younger brother was afraid (al- 
though he was really fast asleep). 
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6. Nine months later, at 4 years 2 months, 
she was awakened from a nap during a thun- 
derstorm, but remained quietly in bed. After- 
ward she said to her sister, ““There was lots of 
thunder, but I just snuggled in my bed and 
didn’t cry a bit.” 

7. Four months later, at 4% years, Molly 
showed no fear herself during a storm and 
comforted her frightened little brother, saying, 
“I remember when I was a little baby and I 
was scared of thunder and I used to cry and 
cry every time it thundered.” 

Here we see the two-steps-forward- 
one-step-backward process : 

1. Over expression of fearful affect and help- 
lessness. 

2. to actively seeking comfort from a sup- 
porting person. 

3. to internalizing the cemfort and the image 
of the comforting person, acting as comforter 
to herself. 

4. to differentiating sources of the fear while 
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still reverting to the need for physical comfort 
from her sister. 

5. to projecting the fear to her baby brother 
(as a way of rationalizing getting the support 
she needed) and seeking a symbol of support 
(opening the door without demand for physical 
or other active comforting). 

6. to combining actively comforting herself 
with formulation of a self-image in terms of 
pride in control and mastery of her fear. 

7. to reaction formation achievement of brav- 
ery and referral of the fear to her past. 


PROBLEM BEHAVIOR 


As in other longitudinal investigations 
of normal samples we are finding plenty 
of “problems,” in the traditional clinical 
sense, in this sample of preschool chil- 
dren. What we are also finding is the 
place of so-called problems of behavior 


in the child’s developing effort to deal 
with the stress and pressures of life. 
Thus Molly’s screams, when she is terri- 
fied by thunder, bring mother’s comfort- 
ing response, physical and verbal (not 
scolding or admonitions not to cry), 
which she accepts, internalizes, and sub- 
sequently offers to her frightened little 
brother. We can thus see the process 
by which the reinforcement of ego 
strength via specific successful coping ef- 
forts: (a) diminishes anxiety; (b) re- 
laxes certain defenses; (c) substitutes 
other defenses and a more flexible use of 
them; and (d) leads to new coping ef- 
orts of a more socially acceptable or even 
creative type. 

The reader can easily see that many of 
the patterns which are ordinarily called 
problem behavior or even symptoms of 
emotional disturbance appear along the 
way among children’s coping devices. 
We are not interested in moralizing about 
these or regarding them as deviations 
from ideal behavior or the kind of be- 
havior that society prefers. We are more 
interested in the circumstances in which 
this behavior occurs, the role it has in 
the child’s learning to handle his prob- 
lems, the fate of it as the child loses or 
gains ground in developing appropriate 
ways of handling his problems, and the 
relation of individual styles of coping to 
the total development and maturing 
equipment of the child. 

We find that it is typical for preschool 
children to show regressive types of be- 
havior during intelligence tests. In fact 
in our sample of children the preschool 
period is characterized by a flexible use 
of a large variety of defense mechanisms. 
One of the main characteristics of de- 
velopment into the latency period in this 
group appears to be a narrowing of the 
range of defenses used by each child and 
the crystallizing of these into more rigid 
patterns of character structure. It will 
be important to watch whether the chil- 
dren who cope most comfortably with 
the widest range of typical life problems 
during the latency period are those who 
retain some of their flexibility to call on 
a variety of defenses, or are those who 
develop firmer character structure. If 
the latter is the case, this might mean 
that these children have a sharper aware- 
ness of self as distinct from the environ- 
ment and therefore an ability to differen- 
tiate themselves from the confusions and 
pressures of the environment. 

There are, of course, many technical 
problems of use of methods, the develop- 
ment of concepts, and evaluation of data. 
Our intention here has been only to offer 
a brief glimpse of the areas being ex- 
plored in our efforts to learn what a 
child’s coping behavior means to the child 
himself, and what it contributes to the 
development of his personality. 
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Health goals for 
school-age children* 


The large size of the current school- 
age population, about 40 million children 
—one third greater than in 1950, empha- 
sizes the opportunities for the nation’s 
program for school health education. In 
this period of life, from ages 5 to 17 
years, the death rate in 1956 reached the 
low level of only 6 per 10,000, a tribute 
to the effective control of infections by 
the widespread application of modern 
medical practices in prevention and treat- 
ment. The major risks to life in child- 
hood are now accidents, cancer, and heart 
disease. 

However, health conditions are not 
measured by mortality alone. Even today 
many school children are found to have 
physical or emotional disorders which, 
though not a threat to life, do affect their 
state of health and their daily activities; 
some of these may become a source of 
difficulty in later years. Unfortunately, 
there are no data on a national scale to 
indicate the nature and the extent of the 
health problems among children of school 
age. On the other hand, some indication 
of their scope is provided by a number of 
local studies of children attending school. 
These findings necessarily exclude the 
facts relating to children too severely im- 
paired to attend school. 

A comprehensive body of data regard- 
ing impairment among school children is 
provided in reports from Philadelphia 
where, under provisions of State law, a 
complete physical examination is given at 
entry into school‘ and at certain grades 
thereafter. In the school year 1955-56 
about half of the children examined were 
found to be free of noticeable physical 
impairments, and most of the remainder 
had only minor defects. However, an ap- 
preciable proportion, in the aggregate, 
had medical problems relating to the 
heart, lungs, and other organs, and sig- 
nificant nutritional disorders. With re- 
gard to dental health, the findings show 
that three fourths of the children had 
carious teeth, the average being about 
four per affected child; about 1 in 15 
children had maloccluded teeth. 

A more sensitive measure of the im- 
pairments found among school children 


*Reprinted from Statistical Bulletin, Met 
politan Life Insurance Company, August 1957, 
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is contained in a report on medical. ex- 
aminations given to first-graders in Ro- 
chester, N. Y., in 1952-53.+ Somewhat 
over one fifth of the children were found 
to have a condition affecting health ad- 
versely; economic status of the family 
had little influence on the ratio. The 
most frequent impairments, in the order 
named, were orthopedic conditions ; aller- 
gies; emotional problems; ear, nose, and 
throat disorders; and nutritional disturb- 
ances. The study excluded such impair- 
ments as vision, hearing, and dental de- 


+Yankauer, A., and Lawrenne, R. A., “A Stud 
of Periodic School Medical Examinations—I. 
Methodology and Initial Findings,” American 


Journal of Public Health, Vol. 45, p. 71, Janu- 
ary 1955. 


fects and minor skin disorders. 

The intrinsic limitations of the routine 
health examination of school children 
makes it desirable to use the classroom 
more fully in the detection of their health 
problems. Because of close and continu- 
ing contact with their pupils, teachers 
are in an advantageous position to note 
significant symptoms or changes in be- 
havior or appearance of pupils. To make 
the most of this situation, special atten- 
tion in the education of teachers and 
school administrators should be given to 
health observation of children. Also, to 
make effective use of teacher observation, 
a close working relationship should be 
established between them and physicians 
and school nurses. 
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politan Life Insurance Company.§ How- 
ever, the findings in this study are not 
necessarily typical of the situation for all 
children, because they reflect the expe- 
rience under a liberal insurance program 
for hospital and medical care. During a 
two-year period of study, about 1 out of 
every 16 children of ages 5 to 19 were 
hospitalized. Nearly three fourths were 
admitted for surgery, of which about one 
half were for tonsil and adenoid opera- 
tions and one eighth for appendectomies. 
Injuries accounted for more than 11 per- 
cent of the total admissions for boys as 
compared with 8 percent for girls. 

Information concerning child health is 
least adequate with regard to mental and 
emotional disorders and nutrition. Per- 
haps as many as one tenth of the chil- 
dren have emotional disturbances of such 
significance as to constitute a handicap 
not only to their school progress but also 
to their careers and adjustment in adult 
life. Obesity is one of the most frequent 
nutritional problems in children which 
may hamper them as they grow older. It 
reflects primarily poor food and eating 
habits, and sometimes emotional disturb- 
ance. All of these difficulties require 
early detection and correction lest they 
become deeply rooted. 

The rapidly increasing child population 
makes it necessary to intensify efforts to 
improve their health through preventive 
and remedial measures. Special attention 
should be directed to give children a 
sound foundation to meet the health prob- 
lems of later years. The goal today is a 
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An insight into morbidity, both acute 
and chronic, among 5- to 14-year-old 
children, is available from a_ survey 
made in New York City in the spring 
of 1952, covering 4,200 households in 
which there were about 2,100 children, 
The frequency of illness based on the 
prevalence of medical conditions on 
the day preceding the interview was 15.6 
percent. During the eight-week period 
preceding the interview, 40 percent of 
the children experienced illnesses of 
which half were respiratory diseases, 
chiefly colds, and about one fifth were 


tHealth and Medical Care in New York 
City, A Report by The Committee for the Spe- 
cial Research Project in the Health Insurance 
Pian of Greater New York, Harvard University 
Press, 1957. 
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other infections, including sore throat and 
the communicable diseases. Other ill- 
nesses affecting 2 percent or more of 
the children were, in order of rank, al- 
lergies, skin disorders, and diseases of 
the bones and organs of locomotion. In- 
juries were reported for just under 2 
percent of the children. Within the eight- 
week period a physician was seen by 62 
percent of the children with acute condi- 
tions and by 42 percent of those with 
chronic diseases. 

The frequency of hospitalization among 
children is indicated by the experience of 
dependents of employees of the Metro- 


§For additional details, see “Why Children 
Are Hospitalized,” Statistical Bulletin, April 
1957. 


children responsibility for their own 
health and safety. An understanding can 
be. given of some.basic principles in dis- 
ease causation. Also, there should be in- 
culcated an appreciation of the value of 
early detection and prompt treatment of 
disease or disorders, and of the need for 
good medical services. Lastly, children 
and youth should be made familiar with 
the role of the home, the school, the offi- 
cial and voluntary community agencies, 
and the hospital in promoting individual 
and public health. 


Fatal accidents 
among 


preschool children* 


In the past two decades the mortality 
from accidents among preschool children 
in the United States has decreased only 
half as rapidly as the mortality from dis- 
ease. While the death rate from disease 
at ages 1-4 years was reduced by four 
fifths—from 417.3 to 82.4 per 100,000— 
between 1934-35 and 1954-55, the corres- 
ponding decrease for fatal accidents was 
about two fifths—from 56.5 to 33.1 per 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1957. 
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100,000. Consequently, accidents as a pro- 
portion of the total mortality at the 
preschool ages increased from about 12 
percent to nearly 30 percent. 

Currently, accidents take about 4,800 
lives a year in our country among chil- 
dren 1-4 years of age; this is more than 
twice the death toll from pneumonia and 
influenza, which ranks second among the 
causes of death among preschool chil- 
dren. Many more young boys than girls 
are fatally injured, with average annual 
accident death rates of 37.3 and 28.7 per 
100,000, respectively, in 1954-55. 

One factor retarding the downward 
trend in accident mortality among pre- 
school children has been the very limited 
progress made in lowering the mortality 
from motor vehicle mishaps. The latter 
decreased only from 13.4 to 108 per 
100,C00 between 1934-35 and 1954-55. 
Motor vehicle accidents in recent years 
have accounted for about one third of all 
accidental deaths among both boys and 
girls. The majority of these victims were 
fatally injured on streets or highways, 
but an appreciable number were killed in 
their own driveway or yard. 

Each year, more than 1,100 preschool 
children in the United States lose their 
lives in conflagrations or as a result of 
burns by other means. In 1954-55 confla- 
grations and other fires accounted for 
one fifth of all accidental deaths at ages 
1-4 years. Leaving youngsters in the 
home without adequate supervision is 
probably an important factor in the rel- 
atively high mortality from this cause. 
Fatal burns resulting from contact with 
hot liquids, steam,’ or other hot sub- 
stances also account for a considerable 
number of victims. Among preschool 
girls, conflagrations and burns by other 
means were responsible for nearly as 
many deaths as motor vehicle accidents. 

Drowning is as great a hazard for 
preschool boys conflagrations and 
other fires, accounting for one sixth of 
the total loss of life from accidents 
among them; the proportion for girls 
was less than one tenth. The youngest 
children are the most vulnerable. Young- 
sters at ages 1 and 2 comprise two thirds 
of the drownings in the age group 1-4 
years. 

All the other types of mishaps, as an 
aggregate, account for less than one 
third the total accident mortality among 
preschool childrer. Poisoning by solids 
or liquids, heading this residual list, 
takes more than 300 lives a year in the 
United States among youngsters 1-4 years 
of age. Actually, the largest number of 
these deaths occurs between ages 1 and 
2, when children tend to put into their 
mouths almost any substance within their 
reach. Falls account for 5 percent of 
the fatal injuries among the preschool 
youngsters, while choking accounts for 
an additional 5 percent. 

There is an element of tragic irony in 
the fact that accidents, which are largely 
amenable to control, outrank by a wide 
margin every other cause of death among 
young children. Responsibility for sharply 
reducing this loss of life rests mainly 
with the parents. By becoming aware of 
the types of accidents which predominate 
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at the various stages in the development 
ofthe child, parents can take steps to 
eliminate many of the hazards. Also, 
parents should be aware that preschool 
children require a high degree of protec- 
tion against accidents; further, children 
should be taught simple safety measures. 
Physicians, especially pediatricians, are 
making important contributions to child 
accident prevention by advising parents 
and in promoting community programs 
in child safety. An excellent example of 
such community service is the growing 
number of poison-control centers which 
are being established in various parts of 
the country. They provide emergency in- 
formation on the poisonous substances 
present in household products which 
youngsters may ingest accidentally and 


on methods of treating such cases. These 
centers serve also for public education 
regarding prevention of accidental poi- 
soning. 


The outlook 


in poliomyelitis* 


Recent trends in the morbidity and 
mortality from poliomyelitis present a 
hopeful picture. The number of cases 


*Reprinted from Statistical Bulletin, Metro- 
politan Life Insurance Company, August 1957. 
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Whether the patient’s influenza originated in Asia, Albuquerque or Akron, current au- 
thoritative recommendations are that it requires symptomatic treatment plus bed rest. 
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relieving the discomforting chest congestion of flu, as well as colds, tonsillitis and other 
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Analgesic Decongestive Cataplasm 


respiratory conditions. 
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Numotizine contains guaiacol, beechwood creosote and methyl salicylate in an im- 
proved polyol-kaolin base. Supplied in 4, 8, 15 and 30 oz. jars. 
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of the disease reported in the United 
States in the 1957 poliomyelitis season 
thus far is less than half the number 
reported a year ago, and, in fact, is low- 
er than that recorded in the correspond- 
ing period of any year since 1947. Fur- 
thermore, various studies indicate that 
children inoculated with the Salk vac- 
cine since 1954 have a lower incidence 
rate and a lower death rate from polio- 
myelitis than those who have not been 
vaccinated, and that youngsters with the 
complete series of three injections have 
fated best. Nevertheless, epidemiological 
and laboratory studies suggest that these 
favorable trends require careful interpre- 
tation. 

Because the incidence of poliomyelitis 
tends to fluctuate rather widely from 
year to year and from place to place, 
conclusions based upon short-term expe- 
rience must be considered as _ tentative. 


Unfortunately, the long-term trend of the 
incidence of the disease is obscured by 
variations in the practice of reporting 
cases. For example, years ago, and espe- 
cially mm years of low prevalence, only 
the more severe cases were generally re- 
ported, a practice which still prevails in 
some areas of our country. Mortality 
data, then, comprise the most accurate in- 
formation on the long-term trend of the 
disease. 

The very low death rate from polio- 
myelitis recorded in the United States in 
1956—0.4 per 100,000—is not unprece- 
dented. Actually, in the past two decades 
there have been three years—1938, 1942, 
and 1947—which had rates at this mini- 
mum level. The next lowest rate in this 
series—0.6 per 100,000 recorded in 1955— 
has been matched in four other years 
since 1930. There was a stretch of 16 
years, from 1932 through 1947, during 


which there were only three with a rate 
of 1.0 or more per 100,000. 

Reports on the results of the Salk vac- 
cine inoculations focus attention on the 
very low poliomyelitis case rates recorded 
in the age groups where the use of the 
vaccine has been greatest. Similarly, the 
younger ages in recent years have expe- 
rienced the most pronounced decreases in 
mortality from the disease. Data for 1956 
among persons insured in the Metropoli- 
tan Life Insurance Company indicate the 
continuance of this trend. But this trend 
has been in evidence for some time. 
Whereas in recent years the poliomye- 
litis death rates have varied relatively 
iittle with age under 30 years, two dec- 
ades ago the mortality was distinctly 
higher under age 15 then at subsequent 
ages. Apparently the age pattern of the 
disease has been changing; adults up to 
midlife have been experiencing a higher 
incidence and mortality from the disease 
than in the past. Other evidence of in- 
creased susceptibility of adults to the 
disease is the relatively high incidence re- 
ported among physicians.— 

Poliomyelitis continues to show large 
geographic variations in incidence and 
mortality. In 1956, for which detailed 
mortality data are not yet available, case 
rates varied from 0.5 per 100,000 popula- 
tion in New Hampshire to 27.6 in Utah, 
with a national average of 9.2. For the 
five-year period 1951-55 the average death 
rate ranged from 0.3 (District of Co- 
lumbia to 4.6 (Wyoming), the average 
for the country as a whole being 1.1. In 
that period, five States had poliomyelitis 
death rates of 0.5 or less per 100,000, 
while seven States had a rate of 2 or 
more per 100,000. The range of variation 
in the preceding five-year period was not 
substantially different, but the areas of 
high and low rates were not identical in 
the two periods. 

Chicago experienced a sharp outbreak 
in 1956, concentrated largely in a poorer 
district of the city with a large propor- 
tion of new Negro residents from the 
South. It is noteworthy, however, that 
other large cities with similar population 
changes were not affected. Moreover, the 
proportion of children in Chicago as a 
whole who were vaccinated up to mid- 
1956 appears to have been as high as in 
other areas of the country and was not 
significantly lower in the Chicago dis- 
tricts primarily affected by the epidemic. 

Research in the field of poliomyelitis 
during the past two decades has been 
very productive, culminating in the de- 
velopment of the Salk vaccine. The ulti- 
mate eradication of the disease now seems 
a distinct possibility, but before that is 
achieved many problems still remain to 
be solved. The search needs to be con- 
tinued for a more potent vaccine that is 
safe and gives ‘lasting protection. Not all 
children who have had the recommended 


+See also “Recent Changes in Poliomyelitis 
Mortality,” Statistical Bulletin, June 1953, and 
“Age Trends in Poliomyelitis,” Statistical Bul- 
letin, July 1956. 

tDoll, R., and Hill, A. B., “Deaths From 
Poliomyelitis Among British Doctors,” British 
— Journal, Vol. 1, p. 372, February 16, 
1957. 
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One of the many uses of 
SALICYLATE 


Adrenosem Salicylate is useful in every operative proce- 
dure where bleeding and oozing are problems. This hemostatic 
agent controls blood loss by maintaining normal capillary 
permeability and by promoting the retraction of severed 
capillary ends. 

One clinician states: “At the recommended dosage levels 
there are no contraindications. Patients treated for more than 
two years show no toxic effects attributable to the drug.” 


Adrenosem Salicylate is supplied in 


1. Riddle, A.C., Jr.: Adrenosem Ampuls 
Salicylate: A Systemic Hemostat, Tablets 

Oral Surg., Oral Med., Oral Path. 

6:617 (June, 1956). and as a Syrup 


Vaginal hysterectomy. 


Vaginal hysterectomy. 
With Adrenosem. Note dry field. 


Without Adrenosem. Note bloody field. 


mand uses of Adrenosem Salicylate. 


series of inoculations with the present 
vaccine appear to be protected against 
the disease; for an appreciable proportion 
of children the protection appears to be 
of short duration. The question of safe- 
ty is of paramount importance, particu- 
larly since the risk of developing polio- 
myelitis has always been relatively small. 
In the year of maximum reported inci- 
dence in our country (1952), there was 
only one case in about every 3,000 per- 
sons at all ages and only one in about 
every 1,000 in the child population. 


A review of recent 
developments in 
polio prevention* 


Arthur C. Hollister, Jr., M.D., M.P.H., 

Chief, Bureau of Acute Communicable Diseases 
California State Department 

of Public Health 


It is not within the scope of this paper 
to discuss all of the ramifications sur- 
rounding the problem of poliomyelitis; 
instead it will be limited to those ele- 
ments concerned with its prevention. 
Emphasis on prevention should not mini- 
mize the remarkable advances which have 
been made in the methods of treatment 
for the acute disease when it has at- 
tacked the individual, or the equally 
valuable developments in the field of 
rehabilitation of the paralyzed victims 
who survive that acute attack. How- 
ever, the dramatic interest which has 
been aroused and maintained in preven- 
tive measures in the past three years has 
perhaps been the greatest in the history 
of humanity’s struggle with this disease. 

There are three classical methods of 
prevention which might be applicable to 
poliomyelitis. These are: (1) complete 
avoidance of the viruses responsible, (2) 
eradication of the reservoir of the virus, 
and (3) protection of the susceptible 
hosts against the specific viruses. 

In choosing the best method of pre- 
vention we desire one that is effective, 
safe, economically feasible, and last, but 
not least, possible. 

Of the three only the last, protection 
of the hosts against the specific viruses, 
met all the criteria! Let us look at this 
in more detail. 


IMMUNIZATION—METHOD OF CHOICE 


The alteration of the susceptible host 
into a nonsusceptible individual has given 
us an approach proved satisfactory with 
other diseases. This has been applied, 
for example, in diphtheria, smallpox, 
whooping cough, and tetanus. Why not 
with poliomyelitis? This question and its 
answer require a brief review of the 
problem of immunization and the methods 
available, particularly as related to the 
poliomyelitis viruses. 


*Reprinted from California’s Health, State. 


Department of Public Health, August 1, 1957. 

condensation of an address before the City 
Commons Club, Berkeley, California, luncheon 
on June 21, 1957. 
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PASSIVE OR ACTIVE 


Two separate methods of immuniza- 
tion are recognized. They are “passive” 
immunization and “active” immunization. 
Passive immunization is essentially the 
introduction into the body of specific 
antibodies against poliomyelitis which 
have been produced by some person or 
some animal other than the individual 
himself. As this substance is “foreign” 
to the recipient it is usually’ metabolized 
and excreted, thus providing only a tem- 
porary period of relative immunity. 

The use of such a method to prevent 
paralytic poliomyelitis was tested on a 
rather extensive scale by Dr. William 
McDowell Hammon, using gamma globu- 
lin as the agent of passive immunization. 


He was able to demonstrate that circulat- 
ing antibodies in the bloodstream, if 
given to the right person, at the right 
time, in the right amount, would operate 
to reduce the amount of paralysis in 
those cases of poliomyelitis occurring in 
individuals subsequent to their inocula- 
tion. This evidence gave solid support 
to the potential usefulness of a vaccine 
which would produce antibody levels in 
the bloodstream by the active immuniza- 
tion technique. 

However, at the time of Dr. Ham- 
mon’s work no vaccine was as yet avail- 
able, so the gamma globulin itself was 
used as a preventative tool. 

Tremendous quantities of “GG” were 
used during the poliomyelitis season of 
1953 and large amounts during 1954. At 
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the same time emphasis was placed on 
the collection of epidemiologic data in 
order to evaluate its use and effectiveness 
at the end of this period. The results of 
the analysis were that the use of gamma 
globulin to prevent paralytic poliomyelitis 
in household contacts was equivocal and 
without significant effect. 

How useful GG could be, if we knew 
on whom to use it and when to use it, 
is still unknown and may remain un- 
known. 


ACTIVE IMMUNIZATION 


Let us now consider active immuniza- 
tion. In active immunization the individ- 
ual produces his own level of immunity 
in response to an antigen introduced into 
his system, either naturally or artificially. 
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Natural immunity is perhaps the best and 
most durable. By this method most of 
us have built up some degree of immu- 
nity to many diseases during our lifetime. 
So far as is known, man at birth is uni- 
versally susceptible to infection with the 
poliomyelitis virus save for the transitory 
passive protection afforded by maternal 
antibodies. Early in life, however, natu- 
ral acquired immunity begins to appear 
through the occurrence of subclinical in- 
fections without illness. Many thousands 
of individuals each year acquire immu- 
nity through this process. The problem 
arises because many additional thousands 
actually develop clinical manifestations 
of the disease and are made ill in the 
course of acquiring immunity. 

Since there is no way of determining 


in advance which individuals will acquire 
this natural immunity without clinical 
manifestations and which individuals will 
develop clinical poliomyelitis, it is desir- 
able if possible to have everyone made 
immune to all three types of virus at as 
early an age as possible. 


THE SALK VACCINE 


The Salk vaccine is the tool now avail- 
able to the medical profession for use 
in combating paralytic poliomyelitis. It 
is a “killed-virus” vaccine and is “poly- 
valent,” containing all three of the known 
types of poliomyelitis virus. The devel- 
opment of a vaccine of the Salk type 
necessarily waited upon the knowledge 
gained from the research of many scien- 
tists. In this particular instance, Dr. 
John Enders of Harvard discovered the 
technique for growing the poliomyelitis 
virus on tissue culture (monkey kidney). 
Dr. Jonas Salk of the University of 
Pittsburgh utilized this new technique to 
grow large quantities of the three sepa- 
rate types of virus and then inactivated 
them with formaldehyde. 

Controversy still exists over the rela- 
tive value and merit of a “killed or in- 
activated” vaccine versus a “live attenu- 
ated” vaccine. Whether the Salk “killed- 
virus” vaccine will provide the ultimate 
answer for the polio problem remains to 
be seen. A number of virologists believe 
the final solution awaits the production 
of a live attenuated virus vaccine, and 
considerable research is going forward 
along these lines. The advantages usually 
attributed to living attenuated vaccine 
are: better antibody response, and longer 
duration of antibodies. 


THE HISTORY OF THE SALK VACCINE 

Briefly, a listing of the important dates 
in the history of the Salk vaccine might 
be summed up as follows: 

April, 1954—The national field trials 
begin. 

April 12, 1955—The Francis report on 
the success of the trial is released. 

April 13, 1955—The NFIP immuniza- 
tion program begins with first- and sec- 
ond-grade school children. 

April 26, 1955—The “Cutter incident” 
results in withdrawal of some of the vac- 
cine from use. 

May, 1955—Intensive state and na- 
tional investigations and surveillance pro- 
grams begin to direct management of 
vaccine in wide-scale use. 

June, 1955—Voluntary rationing pro- 
gram begins. 

July, 1955—Federal appropriations en- 
acted to supply vaccine for about one- 
sixth of children 0-19. 

November, 1955—Safety and effective- 
ness of the vaccine is confirmed in the 
20 states which studied it. 

May, 1956—Additional federal appro- 
priation for supply of vaccine is raised 
to about one-third of children 0-19. 

November, 1956—Vaccine stockpile is 
high and production is reported adequate. 

January, 1957—Evaluation of 1956 
polio experience again confirms vaccine 
safety and effectiveness. 

January, 1957— California campaign 
begins for vaccination of population 0-40. 
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Legislature appropriates $3,000,000 for 
vaccine supply for about one-third of 
our 6,000,000 persons backlog, with all 
professional and community organizations 
co-operating. 

February, 1957—Nationwide compaign 
begins for vaccination of population 


April, 1957—Nationwide vaccine short- 
ages again become apparent. Organiza- 
tion leaders urge long-range campaign 
extending through next fall and winter. 
Voluntary rationing program again is put 
in operation. 

June, 1957—New polio season begins 
with vaccination goals only partially 
met. 


ATTACK RATE REDUCED IN 
VACCINATED 

Production problems, which were the 
result of the “Cutter incident” worked 
real havoc with the plans for distribution 
and use of the vaccine. The National 
Foundation for Infantile Paralysis had 
previously contracted to purchase enough 
vaccine to inoculate all first and second 
grade children in the Country, as a means 
of starting the program among the 
population at highest risk of the disease. 
Commercial channels were expecting 
large quantities of vaccine, as were vari- 
ous governmental agencies, federal, state 
and local. Adoption of more stringent 
procedure for assuring the final safety 
of the vaccine slowed production, and the 
fears temporarily aroused by the incident 
were expected to slow demand. 

Demand did not in fact drop off to 
any great extent, but the production lim- 
itations resulted in a restriction of inocu- 
lation to a small but important segment 
of the population, and actually set up 
another opportunity for further study of 
the effectiveness of the vaccine. Thus in 
November of 1955, California, along 
with several other states, was able to 
report from our special studies that the 
attack rate from paralytic polio was 
from two to five times greater in the un- 
vaccinated than in the vaccinated chil- 
dren. in addition it was possible to note 
a marked change in the age distribution 
of polio. The paralytic attack rates for 
seven- and eight-year-old children were 
markedly reduced in comparison to ex- 
pected rates based on past experience. 
Since these ages were precisely those 
which had received, practically all of vac- 
cine, this finding was regarded as an in- 
dependent eonfirmation of -vaccine effec- 
tiveness. 

With this hopeful outlook, there were 
still several important questions that 
could only be answered after more expe- 
rience. 

(1) What is the duration of the im- 
munity produced by the Salk vaccine? 

(2) What is the optimum dosage and 
dosage schedule? 

(3) Can the vaccine be given safely 
during the height of the polio season? 


DURATION—THREE OR MORE YEARS 

As to the first question, we now have 
a group of several million vaccinated in- 
dividuals who have gone through the 
polio seasons of 1955 and 1956, and there 
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is good evidence that as a group they 
have been much more resistant to natural 
attack by paralytic polio than the non- 
vaccinated. In addition, Dr. Salk and 
other workers have shown in their lab- 
oratory studies that relatively high levels 
of circulating antibody have been main- 
tained in Salk-vaccinated persons for 
over three years. It is felt by many re- 
putable workers that this antibody will 
persist in sufficient quantity in the vacci- 
nated persons to render them resistant to 
paralysis for life, but there is not unani- 
mous agreement on this possibility as yet, 
and further observation under both natu- 
ral and laboratory conditions will be 
necessary to determine the duration of 
useful protection. 


THREE INOCULATIONS WITHIN 
EIGHT MONTHS 

On the second question, we again must 
refer to the continuing laboratory and 
small field studies of Salk and his co- 
workers. They have contributed impres- 
sive evidence that the present dosage of 
one cubic centimeter of vaccine produced 
under current methods, injected into 
muscle tissue, is best, and that the spac- 
ing of these inoculations gives maximum 
response when the first is separated from 
the second by about four weeks, and the 
second is followed by a third inoculation 
seven months later. Since it will be in- 
creasingly necessary to assure that all 
babies are vaccinated against polio as 
early as possible in life, considerable in- 
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terest and work has gone into developing 
a combination vaccine containing a polio- 
myelitis element in addition to diphtheria, 
whooping cough and tetanus vaccines. 
This work is proceeding successfully 
and such a combination should be ready 
soon. 


SAFETY ASSURED EVEN DURING 
POLIO SEASON 

With respect to the third question 
about the use of the polio vaccine dur- 
ing the height of the polio season, it has 
been possible to carefully observe, on 
two separate occasions in widely separat- 
ed areas with very different populations, 
an epidemic of polio which coincided with 
an intensive vaccination effort. 

In Hawaii, late in the 1955 season, our 
naval establishment with its dependent 
wives and children had a rather small 
but sharp outbreak of poliomyelitis, con- 
centrating in the younger children and 
their parents. It was decided to vaccinate 
the entire group to reduce the hazard to 
the remainder of the military personnel. 
There was no evidence obtained in care- 
ful investigations that any additional 
cases of poliomyelitis were “provoked” 
by the inoculations given during this out- 
break. 

In Chicago in 1956, an outbreak oc- 
curred which was the largest concentrated 
focal epidemic of that year. Over 1,100 
cases were reported, a rate of about 30 
per 100,000. About 60 per cent of these 
were paralytic. Predominantly Type 1 
virus was obtained from these cases. In 
late July, during a period of rapidly 
rising incidence, the Chicago Board of 
Health initiated a large-scale mass vacci- 
nation program. Through the co-opera- 
tive efforts of medical and other organi- 
zations in that city, more than 1.5 million 
doses were administered in less than two 
months. Analysis of the 400 cases oc- 
curring in spite of vaccination revealed 
no evidence that prior inoculation influ- 
enced the localization of subsequent 
paralysis. 

However, it is probable that the vacci- 
nation effort may have begun too late 
to demonstrate any dramatic effect on 
the epidemic curve itself. 

Thus we have been reassured that Salk 
vaccine can be given throughout an epi- 
demic period without additional hazard 
from the inoculation itself. But, it is 
obvious that to offer most protection, 
vaccine should be administered before an 
epidemic begins. 


1956 LOW YEAR 


What else can be said about the ex- 
perience accumulated in 1956 on _ the 
safety and effectiveness of Salk vaccine? 
Over 15,000 cases of poliomyelitis were 
reported in the U. S. A., and this was 
the lowest number since 1947. However, 
a long-range look at annual totals since 
1910 makes it apparent that it would not 
be possible yet to attribute the low inci- 
dence in 1956 to the widespread though 
incomplete use of the vaccine. If these 
decreases continue and persist, they will 
be of greater significance. Utah, Iowa, 
Louisiana, and Illinois has the highest 
incidence. California had a relatively 
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low incidence of about 2,000 cases, ap- 
proximately the same as in 1955, but 
considerably lower than the 4,000 cases 
recorded in 1954. 

For the Country as a whole, several 
hundred cases occurred shortly after in- 
oculation in 1956, but this many vaccine- 
associated cases could easily be coinciden- 
tal in view of the more than 70 million 
doses of vaccine that were administered. 
The vaccine-associated cases had all the 
characteristics of naturally occurring po- 
liomyelitis. There was slight if any 
evidence of untoward reactions from the 
vaccine. While the concepts of absolute 
vaccine safety or total absence of a 
provoking effect of inoculations are not 
scientifically tenable, the epidemilogical 


observations .during 1956 indicated that 
any such hypothetical effects occurred 
at a frequency of less than one per mil- 
lion inoculations. Unfavorable reaction 
effects at this level are traditionally 
accepted for many other preventive, 
prophylactic, and therapeutic measures. 


EFFECTIVENESS TWOFOLD 


A number of independent studies in 
1956 consistently point to a level of vac- 
cine effectiveness in preventing paralytic 
poliomyelitis of 75 per cent, with a large 
proportion of the vaccinated population 
having received less than the recommend- 
ed course of three doses. The effective- 
ness of three doses, properly spaced, has 
not yet been fully evaluated, but the 
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occurrence of several well - confirmed 
triple-vaccinated paralytic cases shows it 
to be less than 100 per cent effective. 
One of the most extensive and careful 
of these independent studies in 1956 was 
conducted by the state and local health 
departments of California. From this 
study it can be estimated that at least 450 
cases of polio, 350 of which would have 
been paralytic, were prevented from oc- 
currence in children under 15 in Califor- 
nia in 1956 by the use of Salk vaccine. 
In addition, studies in the Los Angeles 
area have indicated that even the para- 
lytic cases which do occur in vaccinated 
individuals are milder in degree, and the 
recovery and rehabilitation of the patients 
is much more complete. 


Vor. 57, Nov. 1957 


VALUE LIES IN PREVENTION OF 
PARALYTIC POLIO 


Considerable evidence has accumulated 
to show that the present Salk vaccine is 
not very effective in preventing nonpara- 
lytic cases and in controlling the spread 
of inapparent infection without illness. 
Workers in the Middle West and South 
have shown that vaccinated children in 
household contact with poliomyelitis cases 
can readily become infected, although 
again, it has not been possible to study 
sufficiently the effect of the full three 
doses of vaccine. Thus, the primary 


effect of Salk vaccine appears to be the 
prevention of invasion of the central 
nervous system and thereby the preven- 
tion of paralysis. It is a fact that polio 


virus did spread extensively in various 
populations in 1956, some of which ex- 
perienced high incidence of disease, par- 
ticularly among preschool age children, 
in all socioeconomic groups. 


The immediate public health implica- 
tion of the 1956 experience was that sub- 
stantially higher levels of immunity must 
be achieved among all elements of the 
population. This opinion leads me to a 
brief review of the supply, distribution, 
and use of Salk vaccine. I referred to 
some of the chronologic highlights ear- 
lier. When the Salk vaccine was first’ 
released, the public clamor was great, and 
provoked extensive congressional and ex- 
ecutive consideration and debate over the 
administrative problems of allocation and 
priorities. Systems of co-operative vol- 
untary priorities and voluntary plans of 
distribution were adopted by all the states 
including California. It was agreed that 
first call upon existing supplies should 
be for completion of the NFIP first and 
second grade school program. 


AGE PRIORITY EXTENDED 


Beyond this, a system of age priorities 
was recommended beginning with the five 
through nine age group which nationally 
and in California was then the age group 
of highest polio incidence. It was decided 
that this age group would be expanded 
as vaccine supply and vaccine usage 
made it possible to do so. By October 
of 1955, it was possible to expand the 
priority in California to include ages 
0 through 14 and pregnant women (an- 
other group at greater risk) and by 
June of 1956, the priority was extended 
to 0-20 years of age (and pregnant 
women). At the end of July, the alloca- 
tion program on a national basis was 
dropped, and all priorities were removed. 
Without any apparent reason, demand 
then also dropped, and continued to drop 
in spite of strenuous efforts to stimulate 
use. 

For instance, in July, 1956, 914 million 
doses were shipped for domestic use; in 
August, 714 million; in September, only 
4% million; October, million. In 
November, the low point was reached of 
21%4 million doses shipped for the entire 
Nation. 


GOVERNOR REQUESTS SPECIAL FUNDS 


During this time, Congress, after con- 
siderable debate, appropriated sufficient 
funds to provide through the states for 
enough vaccine to reach about one-third 
of the children 0-19 years of age. Cali- 
fornia’s share was about $3 million, plus 
$266,000 for the administration of the 
program in local communities. The very 
able and conscientious Advisory Com- 
mittee on Prevention of Poliomyelitis to 
our State Director of Public Health 
studies with us on the staff the many 
ramifications of this whole complex of 
rationing, records ad infinitum, reports, 
requirements for local plans to be accept- 
able for subsidy, etc... However, all were 
increasingly concerned over the relatively 
slow use of vaccine in California, even 
with the federal subsidy for vaccination 
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assistance. A sociologic survey was in- 
itiated to determine precise reasons for 
nonvaccination. At one point in midpolio 
season, serious consideration was given 
to developing a “crash” vaccination pro- 
gram based on fear of the disease. How- 
ever, wise counsel prevailed and it was 
decided instead to plan, develop, and 
implement a constructive campaign with 
the goal of at. least two inoculations of 
polio vaccine for all Californians under 
40 years of age before the polio season 
of 1957. There were estimated to be 
about six million persons in California 
in the fall of 1956 who had not been 
vaccinated. Plans were laid with all co- 
operating professional groups and many 
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statewide organizations. On the basis of 
these plans and the information obtained 
in our sociologic survey, the Governor 
decided to request a special appropriation 
of three million dollars in California to 
further assist our vaccination program 
and to extend it beyond the 20-year age 
limit of the federal assistance to the 
states. The review of polio experience 
and vaccine safety and effectiveness in 
1956 previously described lent further 
impetus to the planning. Nationally, the 
Secretary of Health, Education, and 
Welfare brought the problem of low de- 
mand for polio vaccine to the personal 
attention of the President, and on No- 
vember 28th the President made a state- 


ment joining with others in urging 
greater use of the vaccine. 

The American Medical Association be- 
gan to urge vaccination campaign plan- 
ning in all the state and county medical 
associations, as did the National Founda- 
tion for Infantile Paralysis. 


LEGISLATURE GRANTS 
APPROPRIATION 

The California Legislature granted the 
Governor’s request for immediate addi- 
tional funds shortly after its session 
opened in January, 1957, and intensive 
vaccination campaign operations began 
statewide in California. The manufac- 
turers of vaccine had giveri everyone 
concerned assurances that they could 
supply vaccine in any amounts desired, 
but they didn’t reckon with the combined 
energies of the organized communities 
of America. The inventory of unused 
vaccine which was at 26 million cubic 
centimeters on January 1, 1957, declined 
to 20 million during January and to 15 
million by February 15. It was at this 
point that the sharp increase in demand 
really made itself felt, and during the 
ensuing three weeks that 15 million cubic 
centimeters plus the 10% million cubic 
centimeters of new supplies produced 
since January were all shipped. The 
manufacturers of vaccine were given 
the task of once again rationing their 
production to the clamoring customers: 
governmental, commercial, institutional, 
overseas, etc. They have substantially 
increased their production levels and 
promise to hold them high throughout 
this year at least. 


10.4 MILLION INOCULATIONS GIVEN 
IN CALIFORNIA 

It is now estimated that about 5.2 
million Californians have had first in- 
oculations, 4.0 million have had second 
inoculations, and 1.2 million have had all 
three inoculations. Three million, three 
hundred thousand inoculations have been 
given in California public agency pro- 
grams in the four months between March 
1 and June 30, 1957. This is 1.2 million 
more than were given in the entire cal- 
endar year of 1956. Our goal, you will 
remember, is to obtain as soon as pos- 
sible at least two inoculations for the 
population under 40 years of age, total- 
ing about 8.6 million persons in Califor- 
nia. About one-third of the vaccine re- 
quired for this task has been provided 
by public funds, and about two-thirds is 
being arranged for through either the 
usual medical channels or through vol- 
unteer, low-cost group vaccinatiom oper- 
ations organized by various community 
groups. 

The backlog of this beginning effort to 
cover the population at greatest -risk is 
still some 8.6 million inoculations. We 
are only half-way to our goal. Surely 
some of our best community efforts must 
continue in one form or another, with 
the infinite variety and ingenuity already 
shown in this State, to reduce this back- 
log of unvaccinated persons, with the 
very real expectation of reduction of 
paralytic poliomyelitis to an absolute 
minimum. 
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One of the most vital aspects of physi- 
cal therapy is the prevention of second- 
ary degenerative pathology; vital in that 
its timely and adequate use can save 
thousands from being permanently and 
unjustifiably maimed. With every pass- 
ing hour, all over the world, in the home, 
in hospitals, institutions and nursing 
homes, the injured or ailing forced into 
dysfunction and/or malposition, are be- 
ing partially or completely crippled by 
the insidious encroachment of degenera- 
tive changes that are not part of the 
basic ailment. Deficient local circulation, 
stasis and edema, fibrosis that thickens 
and mats the soft tissues, atrophy and 
ankylosis, all lead to limitation of func- 
tion, contractures and deformities as dev- 
astating as they are irreversible. The se- 
verity of these changes varies with the 
individual; some few appear actually im- 
mune from these despoilers; most, and 
particularly those in the middle and ad- 
vanced age groups, are extremely suscep- 
tible, crippling disabilities developing with 
shocking rapidity. Yet most of this maim- 
ing can be minimized or wholly prevented 
by timely and intensive use of appropriate 
prophylactic measures. 

This patient, 39 years of age with con- 
trolled hypertension and a relatively se- 
vere dermatitis of the lower limbs, may 
never walk again. While bedridden at 
home, this patient habitually drew up 
his knees into acute flexion—for comfort. 
Within a few months, he gradually found 
himself unable to extend the knee or the 
hip joints. Intensive physical therapy 
proved utterly ineffective in loosening 
the frozen joints. Orthopedists decided 
that the patient’s cardiovascular status 
would not permit operative corrective 
measures. Dermatologists advised against 
traction. All concerned with this case ap- 
preciate that the patient’s basic ailments 
would not prevent ambulation and self- 


_care but that it is the superimposed sec- 


ondary pathology that made a_ hopeless 
cripple of this relatively young man. 
Every experienced physician can cite 
numerous similar cases wherein the in- 
sidious secondary degenerative changes 
led to profound and often irreversible 
disabilities. Boynton writes: “If prevent- 
able deformity were attacked with the 
same vigor and energy that is displayed 


*Reprinted by permission from Medical Times, 
November 1956. 


¢Diplomate American Board Physical Medi- 
cine and Rehabilitation; Physician in charge of 
Physical Medicine and Rehabilitation, Bellevue 
Hospital Center; Associate Clinical Professor 
of Physical Medicine and Rehabilitation, New 
York University College of Medicine. 
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in the differential diagnosis and treat- 
ment of the basic ailment, our work in 
rehabilitation would be considerably sim- 
plified.”* Throughout the history of mod- 
ern medicine little attention has been paid 
to the devastating damage caused by sec- 
ondary pathology—the medical literature 
is bare on this phase of medical care. Yet, 
its manifestations are all about us, so 
obvious and so common as to cause 
amazement that it has escaped attention. 
Still, apples had been falling off trees for 
a good many centuries before old Izaac 
made sense of it. 

Admittedly it is vitally desirable that 
all concerned with medical services be 
acutely alerted to the potent dangers 


from the secondary pathological vultures 
and to the necessity of utilizing timely 
and adequate preventive measures to stop 
this unjustifiable maiming. Currier Mc- 
Ewen writes: “This is a gospel we must 
preach at every opportunity. Those of us 
on the faculty have a special responsibil- 
ity for we must do our utmost to indoc- 
trinate our students.”* We still do not 
know how to combat the crippling seque- 
lae of various diseases of unknown etiol- 
ogy, but here is a cause and sequelae that 
are clear cut, literally crying out for 
effective prophylaxis that is simple and 
easily available. Effective measures aimed 
at prevention of secondary crippling must 
be made an indispensable facet of basic 
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medical care. To do otherwise, is to con- 
demn countless thousands to unjustifiable 
crippling. 

In your daily rounds, observe par- 
ticularly :— 

A. The feet. Do not permit “drop- 
ping,” contractures of the tendon Achilles, 
or ankylosis. 

B. Any tendency to contracture or 
freezing of the knee or hip joints. These 
are most apt to occur in the arthritics 
and in the aging. Forbid “curling up” 
and use effective measures to combat it 
in those unable or unwilling to co- 
operate. 

C. Progressive freezing. of the shoul- 
der joint due to self-imposed or pre- 
scribed immobilization. For the past 
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three decades, Leriche, quite correctly, 
has advocated early and persevering mo- 
bility in soft tissue trauma. Prolonged 
immobilization following a reduced dis- 
location, periarthritis, bursitis or a sprain, 
very frequently leads to rapid, severe and 
irreversible ankylosis. Early mobilization 
—within hours after onset of the disabil- 
ity—carried out intelligently, within the 
tolerance of the patient, cannot possibly 
do harm, yet will effectively prevent limi- 
tation of motion. If pain (and thresholds 
for discomfort vary greatly) hinders at- 
tempts at early and persevering mobility, 
why not use a local anesthetic? The con- 
tention that injudicious or unduly vig- 
orous attempts at early mobilization may 
actually do harm is true, but we are as- 


suming intelligent and knowing therapy, 

D. Contracture and ankylosis of the 
elbow. 

E. Freezing, contractures and distor- 
tions of the fingers. This complication 
is so common that every practitioner is 
frequently faced with the serious, costly 
and time and effort consuming problem 
of attempting to restore the function 
of the interphalangeal and _ metacarpo- 
phalangeal joints (“a useless hand is a 
useless arm”). In many such cases, neither 
physical therapy nor the most up-to-date 
orthopedic procedures prove of any value 
in restoring mobility of the fingers—the 
pathological changes and the resultant 
disabilities respond to no known thera- 
peutic measures. Logically, therefore, the 
solution lies in most conscientious and 
persevering preventive measures. When, 
for any reason, it becomes necessary to 
immobilize an arm or a hand, make cer- 
tain. that the fingers receive the utmost 
care—using heat, massage and appropri- 
ate exercises applied by trained personnel 
if possible; or by the patient himself as 
a far less desirable alternative. Take 
time to impress the patient with the vital 
necessity of these protective measures; 
instruct with care and repetition in the 
essential mechanics of the exercises; 
cursory, inadequate and sporadic wrig- 
gling of the endangered fingers will not 
prevent crippling. 

A second important phase of physical 
medicine is the use of manipulations in 
suitable cases. In England, manipulative 
therapy or “bloodless surgery” has been 
generally accepted as irreplaceable where 
indicated. In France, the study of manip- 
ulative technique is compulsory, in med- 
ical schools. Here, in America, wide- 
spread acceptance of this form of ther- 
apy has been held back primarily by its 
malodorous reputation created by the un- 
scrupulous claims of irregular “healers” 
and again by the fact that relatively few 
physicians possess sufficient knowledge 
of manipulation to use it and to teach it. 
Finally there are a few physicians, like 
myself, who though they have made an 
intensive study of manipulative therapy, 
lack the ability and the will to become 
evangelists in this field. Through the 
years I have conscientiously applied my- 
self to the task of informing medical 
students and physicians taking post grad- 
uate courses, of the value of manipula- 
tions and urged them to learn the latter 
since if and when the soundly trained 
practitioner begins to utilize manipula- 
tive therapy, there will be no need of 
patients drifting off to cultists. 


It would be a grievous error to group 
osteopathic physicians with the cultists. 
Colleges of osteopathy are fully equal to 
our medical schools—the textbooks and 
the curriculum are prototypes of ours 
with minor emphasis on the utilization 
of manipulations in appropriate cases. 
Requirements for admission are equal to 
those in medical schools. The clinical 
training is compulsory and ample. In 
most states the osteopath has the legal 
right to utilize all the therapeutic aides 
available to the doctor of medicine—and 
does so. You can read through issue after 
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issue of the Journal of the American 
Osteopathic Association without finding 
more than a cursory allusion to manipu- 
lation. We should accept the osteopath as 
a fully qualified physician—“as good and 
as bad as you and I.” 

Manipulation is one of the easiest 
phases of physical therapy to teach and 
to grasp. The averagé physician can mas- 
ter an adequate set of effective manipula- 
tions after an hour or two of supervised 
instruction. True enough, the same as 
with every other skill in medicine, expe- 
rience brings refinement of technique, 
ease of execution, confidence and adapta- 
bility to specific problems. 

Not so long ago, the advocacy of 
manipulative therapy considered 
sheer heresy. With the passing years, 
our orthopedists put their seal of ap- 
proval on it, utilizing it with greater 
frequency in appropriate cases; includ- 
ing it in their textbooks, writing numer- 
ous reports of impressive results ob- 
tained by the use of manipulations. Even 
our staid J.A.M.A. has published articles 
on this form of therapy. Thirty odd 
years ago, John Wyckoff, the great dean 
of N.Y.U., assured me: “I am_ pro- 
foundly convinced that manipulative ther- 
apy is of definite and specific value in 
certain mechanical disturbances. By all 
means teach it.” 

There are a number of common disa- 
bilities that respond dramatically, in- 
stantly and completely to appropriate 
manipulations. These conditions are def- 
initely traumatic in origin and may be 
classed as mechanical derangements :— 

A. Sacro-iliac “strains.” 

B. Lumbo-sacral “strains” most of 
which are probably herniated interver- 
tebral discs with a smaller occurrence of 
“facet syndrome” and still fewer “loos- 
ened facets.”* 

C. “Kinks” of the spine with or with- 
out radicular irritation. There is ample 
evidence that most of these “kinks” are 
due to herniated discs. 

D. Costo-vertebral and costo-sternal 
luxations. 

E. Wry neck or torticollis of the “ido- 
pathic’ or traumatic type, commonly 
called “toxic myositis.” 

The exact pathology of all of the 
above specific syndromes. is widely and 
caustically debated with not a sign of 
agreement. Can the sacro-iliac joint par- 
tially luxate under severe and unfavor- 
able mechanical stress? If you personally 
have had one or two acute painful at- 
tacks localized to the sacroiliac joint and 
then have had instant and complete relief 
as the manipulation “pops” the joint, 
there will be no doubt as to which side 
you are on. When a physician vehemently 
insists that “there just aint no sich ani- 
mul;” it is evident that he has been quite 
fortunate. 

Few physicians will challenge the con- 
tention that transient herniations of in- 
terverbral discs of varying severity are 
a relatively common occurrence. The 
herniations are apt to occur at any level 
of the spine but are most frequent at the 
lumbo-sacral joint. In 1932 only a single 
paper was published on herniated discs; 
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since then we have had an ever increas- 
ing flood of reports on “discs.” It is in- 
teresting that in many of these papers 
the terms “herniated” and “ruptured” are 
used as if they were synonyms, though 
their significance is distinct and specific. 
Herniations of discs are common; the 
bulge in time retracts spontaneously; the 
process can be hastened with appropriate 
manipulations. Ruptured discs are infre- 
quent and irreducible. The briefer the 
herniation, the less is the local tissue irri- 
tation, inflammatory reaction, edema, 


fibrosis, and radiculitis. Prompt manipu- 
lation helps avoid disabling residual 
sequelae. Appropriate manipulations of 
even a ruptured disc, guided by pa- 
tient’s tolerance and reaction, are of 
value in stretching and loosening the 


local inflammatory fibrosis. Combined 
with physical therapy, the manipulations 
can bring a great deal of relief where 
operative procedures are contra-indicat 
or refused. 
Physicians frequently question whether 
it is possible to do harm with manipula- 
tions. Yes indeed! Emphasis has been 
made on the necessity of selection of 
appropriate cases. A reliable working 
diagnosis must precede therapy. If there 
is anything in the history, symptoms or 
signs to leave a doubt as to the advisabil- 
ity of utiliziag manipulation, do not use 
it. In over four decades of using manip- 
ulative therapy I have not had a single 
case wherein harm was done. There is 
no pain associated with the manipulations 
—during or after the latter. There is 
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therefore no need of using anesthesia as 
advocated by orthopedists both here and 
in England. In cases wherein the me- 
chanical derangement has been present 
for a period (days to weeks) long 
enough to produce considerable local in- 
flammatory reaction, the manipulations 
though mild, brief, few and completely 
successful, may still leave a sense of 
soreness, discomfort and muscle spasm 
—all of which. will respond promptly to 
physical therapy and support. 

An acute lower back syndrome is one 
of the most common traumatic conditions 
in every day life. The patient lifted 
something, or dropped something, or 
stooped in a clumsy position, or sneezed 
forcefully while bent over, when he is 


122 


suddenly seized with an exquisite, lancin- 
ating pain that he can localize to the 
sacro-iliac or more frequently to the 
lumbo-sacral joint. Almost immediately 
the patient develops compensatory spasm 
of the muscles of the lower back; he is 
unable to bend forward, cannot put on 
nor tie his shoes. The severity of the 
disability varies considerably. Recur- 
rences are frequent indicating a local 
susceptibility, congenital or acquired. The 
routine therapeutic approach is to put 
the patient to bed on a board, knees held 
in flexion, and keep him thus until all 
symptoms clear. In milder cases, the use 
of a local anaesthetic, heat applications, 
analgesics, and strapping with adhesive, 
may suffice to bring relief. After a few 


days of relative misery, the mechanical 
derangement reduces itself spontaneously 
and surcease comes. The apprehensive 
patient may then be supplied with a cum- 
bersome and annoying brace. Manipula- 
tions, in nearly all cases, bring instant 
and complete relief, the patient being 
able to continue without discomfort at 
his customary occupation. 

There is no intent of claiming that the 
particular manipulations presented here 
are the only ones that will achieve effec- 
tive results. Far from it. Many physi- 
cians are using favorite manipulations of 
their own with equally gratifying re- 
sults. I am offering a set of simple 
manipulations, easy to learn and those 
that have stood the test of time and in- 
tensive experience. What about the nu- 
merous manipulations described in vari- 
ous text books and papers? Are they 
effective? Some are; some are unneces- 
sarily complex. If a simple manipulation 
will achieve the desired result, why use 
complex ones? Admittedly the simpler 
the skill, the easier to master. 

Some general suggestions preceding 
manipulations :— 

A. Place the patient on a firm com- 
fortably padded table. It is important to 
obtain maximum possible relaxation. To 
hasten the latter apply heat (infra-red, 
diathermy, packs) for from 20 to 30 
minutes. 

B. In manipulating do not jerk, push 
or pull roughly. Force must be avoided. 
Cause no pain. Even as with dislocations, 
mechanical reposition is attained through 
steady traction or by means of sudden, 
shallow thrusts applied at a moment 
when the patient is off his guard and 
his muscles are relaxed. The abruptness 
of the manipulation and the alarming 
“pop” or crunch that follows is a bit of 
a shock to the patient. Too forceful, un- 
skilled, or unduly prolonged manipula- 
tions maul the soft tissues increasing the 
local inflammatory reaction and aggra- 
vating the pain and the disability. 

C. After manipulating apply heat and 
massage with a strong counter irritant 
(4% capsicum). 


Manipulative technique for— 

a) Sacro-iliac “Sprain” 

b) Lumbo-sacral Derangements 

Basic Position:—Patient lies on his 
right side, close to the edge of the table, 
his weight resting on the greater tuber- 
osity, the greater trochanter, and the ex- 
tended right lower limb. The head rests 
on a pillow (the patient, apprehensive, 
tends to raise his head to watch the 
operator. This prevents proper relaxation 
and therefore must be guarded against). 
The left arm and shoulder are thrown 
backward, rotating the upper trunk pos- 
teriorly. The right lower limb must be 
kept fully extended. The left thigh and 
leg are swung across, hanking loosely 
over the edge of the table (some oper- 
ators prefer to have the left limb flexed 
at the knee, the foot hooked on to the 
popliteal area of the right knee. The 
position and the weight of the left limb 
twist the lower part of the trunk for- 
ward and downward effectively stretch- 
ing the spine and the sacro-iliac joint). 
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‘I'he operator stands facing the patient 
and close to the table. He places the 
open left hand against the fold of the 
patient’s left shoulder, and the open right 
hand on the patient’s left buttock just 
back of the greater trochanter. Keeping 
firm contact (patient retaining the basic 
position) gently rock and loosen the 
trunk by pressing the left shoulder back- 
ward and upward while at the same time 
stretching the left hip downward and 
forward—a smooth, rhythmic, twisting 
and rocking aimed to obtain complete re- 
laxation. Not infrequently this rhythmic 
torsion and stretching with gradually in- 


‘ereasing amplitude (but no force) sud- 


denly brings the crunch or pop that sig- 
nalizes readjustment and brings instant 
relief. The “coup de grace,” however, is 
usually delivered as follows:—as the 
rhythmic, gentle rocking allays apprehen- 
sion and protective spasm, your hands 
will sense the onset of complete relaxa- 
tion; at the instant when the torsion and 
the stretching of the spine is at its maxi- 
mum, you impart a sudden, quick, shal- 
low thrust by sharply snapping the shoul- 
der backward and upward and the hip 
downward and forward—simultaneously. 
As a rule you will hear an audible click 
or pop (grinding sounds are of no im- 
port). Mere pushing or pulling will not 
do—the essential motion is a snappy 
thrust. Brute force is utterly futile and 
is certain to aggravate the disability. 

Always manipulate both sides. Not 
infrequently you may obtain the sought 
for relief from the “wrong” side. The 
test for successful readjustment of a 
mechanical derangement is the disappear- 
ance of the acute disabling pain and re- 
gained ability to flex and rotate trunk. 
If the acute back is treated early and 
manipulated promptly, a single treatment 
brings complete and lasting relief. If 
your initial efforts have failed, try again. 
Since your are not using force and are 
therefore not adding further trauma, 
there are no contra-indications to fur- 
ther manipulative treatment. 

Following the manipulations, use heat, 
a counter irritant and support with ad- 
hesive. The patient, though relieved, 
fears a recurrence of the acute pain. 
Again, the associated local inflammation 
may be quite uncomfortable inducing 
protective muscle splinting. The physical 
therapy measures and an effective sup- 
port prevent a great deal of the residual 
sequelae. In our experience strapping 
with adhesive over stockinette or an old 
T shirt, the superimposed layers of two 
inch adhesive encircling the whole of the 
lower back from under the ribs to the 
greater trochanters, effectively stabilizes 
the pelvis with a snug, firm, belt-like 
brace. Incidentally the use of the stock- 
inette avoids the severe skin irritations 
that routinely follow the use of adhesive 
directly on the skin. Strapping limited to 
the lower back or applied from one 
antero-superior to the other antero- 
superior spines, however elaborately ap- 
plied, is sheer “window dressing” that 
cannot possibly immobilize the pelvis and 
thus bring added confidence and relief. 

There are a considerable number of 
effective manipulations for the lower 
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back. The above is presented as the 
simplest—and most effective, for both 
sacro-iliac and lumbo-sacral syndromes. 
In our experience the individual who has 
had one attack of acute back trouble will 
be susceptible to recurrences probably 
because of local weakness. A prolonged 
course of supervised exercises aimed at 
the development of a powerful muscula- 
ture of the lower back is certain to 
wholly prevent or greatly lessen the fre- 
quency of recurrences. 


Manipulation of the thoracic spine— 
A sudden wrench may cause a “kinking” 
of some part of the thoracic spine. The 
sensation is as if something is nipped or 
slightly out of place. The condition is 


both painful and upsetting. In some in- 
stances there follows a definite radicular 
irritation. The assumption that we are 
dealing with a herniated disc or a facet 
syndrome is challengeable but the fact 
remains that manipulation can and does 
bring instant relief. Here again we must 
emphasize that if a careful differential 
diagnosis has led to the conviction that 
the case is one of acute mechanical de- 
rangement of a part of the spinal column, 
then there are no contra-indications to 
manipulation. 

Technique: Patient prone on table. 
Place pillow under his chest. Head hangs 
over rim of table effectively stretching 
the spine. Heat and gentle massage may 
be applied to hasten complete muscular 
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relaxation. Operator localizes site of de- 
rangement by palpation which will elicit 
a trigger point sensitivity. Placing the 
ulnar border of his hands along each side 
of the affected segment of the spine, par- 
allel to and close the spinous processes, 
the operator steadies himself for an in- 
stant and then delivers a quick, shallow, 
elastic thrust downward (postero-ante- 
riorly) on the vertebrae. A distinct snap 
or click will be heard with immediate re- 
lief. Again it is necessary to point out 
that there are a-great number of equally 
effective but far more complex manipu- 
lations for the thoracic spine area. 
Warning—use an elastic thrust, avoid 
force, particularly in the elderly. 


Manipulative technique for costo-ver- 
tebral and costo-sternal derangements.— 
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These conditions are not at all uncom- 
mon, yet the diagnosis is rarely seen. 
Many of the symptom: syndromes vari- 
ously diagnosed as radiculitis, neuritis, 
intercostal neuralgia, myalgia, _ static 
strain, humero-scapular, are probably 
caused by costo-vertebral derangements. 
Whatever your conviction as to the 
likely etiology or pathology, we urge 
that you add manipulation to the therapy 
in all of. the above. The primary objec- 
tive is to stretch the suspected site of 
the ‘mechanical derangement in order to 
obtain normal replacement. 

Technique: Assume that we are deal- 
ing with a costo-vertebral derangement 
of the left third costo-vertebral joint. 
Patient lies on his right side close to 
the edge of table. Operator stands facing 
the patient, close to the table. Nesting 


the patient’s flexed left arm and shoulder 
girdle in the bend of your flexed left 
arm, lift the patient’s arm and scapula 
stretching all the muscles and the liga- 
ments between the scapula and the spine. 
Your objective is to actually suspend the 
body from the lifted arm and scapula. 
At the same time your right hand applies 
pressure over the site of the likely me- 
chanical derangement in a further effort 
to. aid normal realignment of the in- 
volved joint. The whole procedure may 
be repeated a few times (six to eight). 
If undue force is avoided, there can be 
no possible harm. Relief frequently fol- 
lows promptly, particularly when manip- 
ulation is used immediately after onset 
of disability. 


Manipulative technique for wry neck 
or traumatic torticollis—Many physicians 
attribute this disability to myositis. In 
all of these cases, there is a definite his- 
tory of trauma, such as a sudden wrench. 
Examination discloses a trigger point of 
extreme sensitivity most commonly be- 
tween the second and third cervical 
vertebrae. There is a strong probability 
that the condition is a transient hernia- 
tion of an intervertebral disc. The pro- 
tective spasm delays spontaneous reduc- 
tion of the herniation and with routine 
conservative therapy, the patient may be 
miserable for days to weeks. Manipula- 
tive treatment brings prompt and com- 
plete relief within a few hours. The local 
exquisite tenderness is relieved instantly, 
but some after-soreness remains. Heat 
and massage hasten disappearance of the 
sequelae. 


Technique: Apply heat for about 15 
minutes. Follow with gentle sedative 
massage to obtain maximum possible 
muscular relaxation. With patient  sit- 
ting in a chair, operator stands back of 
him. Place your cupped right hand on 
his chin; your left hand over his occipital 
region. Steadily lift the head, applying 
upward traction while gently rhythmi- 
cally rotating the stretched head right 
and left alternately. In most cases this 
simple manipulation will bring abrupt 
relief from acute discomfort. If it fails, 
let patient rest a few minutes. Next, re- 
sume traction and add slow, smooth cir- 
cumduction of the head, first to the right 
then to the left (about five times to each 
side). Now apply traction stretching the 
neck away from the site of irritation (if 
the pain is on the left, stretch to the 
right while continuing upward traction). 
Follow these gentle manipulations with 
the application of heat and a strong 
counter-irritant. Impress on patient the 
necessity of avoiding conscious splinting 
—keep the head moving. 


The above manipulations are_ quite 
simple and quite safe. Frankly I use 
more complex manipulations on the 
cervical spine but these must be per- 
sonally demonstrated. Injudicious manip- 
ulation of the cervical spine has caused 
fractures and dislocations. The manipula- 
tions described above are “fool-proof” 
and effective. 

Again I urge all physicians to learn 
manipulative therapy for use where spe- 
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cifically indicated. Do not force your 
patients to seek relief from cultists be- 
cause of a lack of an essential thera- 
peutic agent. The patient with an acute 
disabling back is profoundly impressed 
with the instantaneous relief he receives 
from one who knows manipulative 
therapy. 

And that brings me around to the 
basic triad of physical medicine :—heat, 
massage, and exercise. The medical stu- 
dent saturated with new and amazing 
advances in bio-chemistry is inclined to 
sneer at “grandmother” remedies; the 
experienced physician profoundly appre- 
ciates the irreplaceable value of physical 
therapy in many conditions wherein he 
has simply nothing else to aid him in re- 
storing health. Heat, in itself, has no 
curative power that we are aware of. 
Heat, by promoting an active hyperemia, 
profoundly influences the physiology of 
the body, locally or generally as desired, 
with beneficial effects. Connective tis- 
sues are abundantly supplied with capil- 
laries but the latter are collapsed except 
when the tissue is being used. Hyperemia 
by flooding these capillaries increases 
pliancy and aids mobility. An abundant 
blood supply hastens the reabsorption of 
pathological tissue and speeds normal 
healing. A deficient supply of blood to an 
area leads to stagnation, deficient nutri- 
tion, degeneration, a piling up of the 
weeds of the body:—connective tissue 
of the lowest grade. Assurance of an 
ample supply of biood lessens scar form- 
ation, dilutes and hastens the neutraliza- 
tion of the pain-inducing acetylcholine 
bringing relief from the pain and lessen- 
ing muscle spasm. 


What form of heat is best? If I, even 
as Sister Kenny, found myself in the 
wilds of Australia with none of the 
elaborate American physical therapy 
equipment, I would use hot packs made 
of old blanketing soaked in hot water 
with the absolute confidence that the 
resultant therapeutic effects would fully 
equal those obtained with the whirlpool, 
the diathermy, heat lamps, paraffin baths, 
etc. Our primary objective is to induce 
a vigorous, prolonged hyperemia. If a 
simple means will achieve this, why use 
the more elaborate modalities? Well, a 
1915 Dodge will get you to New Ro- 
chelle at 40 miles an hour (legal limit) 
but Genus Homo Sapiens prefers a 1956, 
175 horsepower decorative Lincoln. 


What about the deeper penetrative 
power of a diathermy or an ultrasonic 
machine? Physically these potent forms 
of energy can momentarily induce high 
concertration of heat at deeper levels. 
However the body’s physiological de- 
fensive reaction is to quickly dissipate 
this serious hazard to the welfare of 
the surrounding tissues. The incidental 
local hyperemia does not appear to be 
of greater intensity or duration than that 
induced by immersing the part in hot 
water. Most of our claims for the mirac- 
ulous effects of diathermy are based on 
the proverbial “hope and prayer.” I have 
observed no miracles of therapy achieved 
by electrotherapeutic modalities that 
could not be equaled by simple hydro- 
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therapeutic measures almost as old as 
civilization itself. However, I still rec- 
ommend that you equip your office with 
a therapeutic lamp and a diathermy; they 
are so much easier to apply than hot 
packs. 

To recommend diathermy seems a bit 
senile. This is the day of ultrasonic ther- 
apy. Thirty odd years ago when short 
wave diathermy first came on the hori- 
zon, physiatrists, the world over, in- 
dulged in an orgy of wishful thinking 
claiming that we had a miracle per- 
former; that the different wave lengths 
had a “specific” effect on selected tissues 
and pathological conditions. A slew of 
textbooks and papers flooded the medical 
literature. Time washed away all of this 
unadulterated bunk and today we accept 


diathermy as just another form of heat- 
inducing apparatus. 

One would presume that the lesson of 
this ridiculous debacle would sink in 
and that we would be more careful in 
evaluating the therapeutic value of new 
modalities. Yet here we are in the midst 
of a similar hullaballoo over ultrasonic 
therapy: Again we are flooded with over- 
enthusiastic reports of clinical results. 
Mental bias even as conversion hysteria 
may be intellectually honest but it has 
no place in science. The latter must be 
objective, calling a spade a spade. To- 
date, there is not an iota of reliable 
scientific proof that ultra-sound therapy 
is more than just another means of in- 
ducing heat. When used within the tol- 
erance of human tissues to sound waves, 
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tne energy is absorbed and converted into 
heat. The degree of tolerance for this 
potent form of energy varies with the 
tissue and with the individual. The most 
ardent advocates of ultrasonic therapy 
warn that it must not be applied to the 
brain, the spinal cord, any glandular or- 
gan, the heart, the epiphyseal cartilages 
of growing bone, etc—in all of these, 


ultrasound energy even in limited dosage’ 


can be downright destructive. The line 
between the apparent safe dose and the 
destructive one is so close that the use 
of so potent a therapeutic agent must be 
with extreme caution, limited to those 
who have the time and the desire to be- 
come expert in the handling of this 
weapon. Yet the sale of ultrasonic ma- 
chines is being intensively promoted to 


all comers:—the physician, therapist, 
trainer, irregular practitioner. I urge 
that those who have the modality use it 
with extreme caution. 

The so-called “low voltage” currents 
—the interrupted galvanic, the faradic, 
and sinusoidal—are of considerable ther- 
apeutic value in conditions wherein ac- 
tive exercise is not possible. The general 
practitioner should have a small portable 


low volt apparatus in his office for use ° 


in such common conditions as Bell’s 
palsy, “wrist drop,” “foot drop,” etc. 
Massage is of definite value in reduc- 
ing stasis and edema and in loosening 
matted tissues. Exercise is invaluable in 
preventing atrophy of disuse, ankylosis, 
contractures, and in restoring function. 
An exercise need not be complex nor 
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interesting to achieve desired therapeutic 
results. Use simple, easily understood 
exercises, appropriate for the specific ob- 
jective, and adhered to _perseveringly, 
Spurt and spasm therapy of any sort 
cannot possibly be effective. Hydrother- 
apy and ultra-violet irradiation are of 
definite therapeutic value. 

Brainstorm gadgets flood the market, 
Laymen in particular strive to save hu- 
manity by promoting panaceas. The prac- 
titioner busy with his multiple problems 
will be well advised to purchase no phys- 
ical therapy apparatus unless it has been 
approved by the Council of Physiother- 
apy of the American Medical Associa- 
tion. 

The great Fred Albee was one of the 
first to advocate the necessity of total 
rehabilitation of the injured and the 
ailing. Swamped with an overwhelming 
practice, he never had the time to spread 
the gospel of rehabilitation. Henry Kess- 
ler, one of Albee’s protégés and worship- 
pers, carried on this principle, combining 
outstanding surgical skill with a thor- 
ough concept and advocacy of rehabilita- 
tion. During and after the Great War 
II, Howard Rusk became a dedicated 
evangelist, revitalizing the rehabilitation 
movement, adding so much to its philos- 
ophy and aims as to create a new and 
soundly established phase of medicine. 
To-day, all over the world, physicians 
examine their disabled patients with a 
new concept, “It can be done!”. Certainly 
the American practitioner is acutely alert 
to the necessity of assuring his disabled 
patient of maximum possible trained care 
in an all-out effort to restore him to a 
useful and enjoyable life. 
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The rising tide 
of mental health* 


Fillmore H. Sanford, Pa.Dt 


The whole mental health enterprise as 
I have seen it in the last year or so seems 
susceptible to certain general observa- 
tions. I submit them with some misgiv- 
ing, for I was reared on down-to-earth 
correlation coefficients and chi squares. 
While the following declarative sentences 


*Reprinted from Public Health Reports, July, 


¢Dr. Sanford, associate director for scientific 
studies, Joint Commission on Mental Illness 
and Health, presented these observations at the 
1957 National Health Forum, held March 20-22 
at Cincinnati, Ohio. Sponsoring the forum’s 
program on better mental health were the 59 
national organizations making up the National 
Health Council. 
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begin earthily, their predicates are in the 
clouds. I pass along these observations, 
18 of them, with no final confidence in 
them, hoping only that if they are not 
right at least they may be provocative. 

1. There may be both intellectual tickle 
and some utility in conceiving of mental 
health as a social movement, a social 
movement as vast in scope and conse- 
quence, perhaps, as the Renaissance or the 
Industrial Revolution. We can, without 
being more than mildly insane, regard 
ourselves as having just passed through 
the era of the economic man and as being 
on the threshold of the century of the 
psychological and sociological man. 

2. Evidence for the existence of a sig- 
nificant and encompassing mental health 
movement includes such factors as the 
following : 

The obviously increased public and 
governmental concern for the mentally ill. 

The widespread use in all media of 
communication of psychiatric and psycho- 
logical concepts in dealing with human 
affairs. 

The frequency of use of psychiatric 
and psychological concepts by ministers, 
lawyers, teachers, and other highly visible 
and influential people. 

The popularity of courses in college 
and recently in high schools in psychology 
and mental hygiene. 

3. This social movement flourishes in 
America because of such factors as (a) 
the high standard of living, (b) the rela- 
tive freedom from the ravages of disease, 
(c) a relative freedom from, or naked- 
ness of, tradition, (d) the speed and vol- 
ume of communication, (e) the promul- 
gation and acceptance of a naturalistic, 
cause-and-effect view of human behavior 
—a view which, right or wrong, places a 
great faith in natural man’s ability to 
take thought, to apply knowledge, and 
thereby to cure his own ills and to ad- 
vance his own welfare. There is a con- 
comitant fading of the belief that natural 
man must either debase himself or put up 
with slings and arrows in order to — 
his fate. 

4. This kind of movement seems to be 
uniquely American. Perhaps, in some re- 
spects it is a luxury movement flourish- 
ing, especially in its positive aspects, only 
where life is not dominated by physical 
urgency and grimness. 

5. The mental health movement seems 
to have two distinct but interacting 
branches. Or at least it may be profitable 
to conceive it this way and see what 
happens. 

One branch of the movement has grown 
up within the medical frame of reference. 
It is rooted in the cardinal values of pre- 
serving life and reducing morbidity. Its 
goal, universally ascribed to, is the hu- 
mane and effective treatment of the men- 
tally disturbed. Its form and flavor de- 
rive from the humane traditions of the 
medical profession. 

6. Another and conceptually separable 
segment of the mental health movement 
has its roots in the western humanistic 
and democratic ethic. Its goals concern 
the growth and development of the hu- 
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man individual. Its beliefs have it that 
through the application of scientific 
knowledge about human beings and their 
social environments it is possible to help 
the individual live more fully, more ma- 
turely, more creatively. Some mental 
health enthusiasts seem to emphasize the 
values of adjustment, efficiency, and con- 
formity. Others, perhaps less culture- 
bound, emphasize the human attainment 
of freedom, of individuality, of spon- 
taneity, of creativity. But there is a gen- 
eral focus on the individual—the normal, 
striving, growing, learning human indi- 
vidual. 

7. Within the medically oriented seg- 
ment of the movement, there has been 
vast change in the last hundred years. 
The mentally disturbed person is no 
longer possessed by a devil nor is he a 


criminal. Increasing knowledge and in- 
creasing public humaneness has defined 
the mentally disturbed as a sick person, 
fully deserving the care given the ill. The 
asylum has become a mental hospital. Re- 
cent progress has been in the direction of 
a more precise definition of mental ill- 
ness. The mental case is no longer merely 
a member of the class “sick person” but 
is recognized as a member of a unique 
class of sick persons, needing unique 
treatment. Some authorities now go so 
far as to recommend that the mentally ill 
person should not be treated at all in the 
hospital setting, that defining him as a 
hospital case does not recognize his 
uniqueness, does not find for him the 
most effective psychosocial treatment. 

8. The development of psychiatric care 
for the mentally disturbed has had a pro- 
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found influence on all medical practice, 
The knowledge of the relation between 
somatic symptoms and emotional proc- 
esses, the increasing knowledge of psy- 
chosomatic phenomena, has revised the 
purely biological orientation of medicine. 
Now, even surgical patients are regarded 
as people, and both the physicians and 
the nurse are under pressure to learn 
some psychiatry, psychology, and _ soci- 
ology. 

9. The medical segment of the mental 
health movement has been characterized 
by a fairly exclusive focus on intrapsy- 
chic processes. This seems to me to char- 
acterize the corps of theory and practice 
in the professions. 

Troubles have been diagnosed and 
treated within the skin of the single in- 
dividual. There is some change. There 
have been Sullivan and Meyer and social 
psychiatry and counseling psychology. 
The sociologist and anthropologist are 
now colleagues of the psychiatrist. But 
in training programs for mental health 
personnel, the standard curriculum still 
focuses on the past and present intrapsy- 
chic processes of the individual. Social 
workers, for example, who used to look 
for evil in society now tend to look for 
it, like the rest of us, within the single 
individual. 

10. The medical segment of the mental 
health movement has focused on the clin- 
ical approach. Help, as we naturally con- 
ceive it, is given through intimate one-to- 
one contact with the individual patient. 
There is current recognition that such an 
approach alone, barring the advent of 
miracles, is patently inadequate. Those 
needing help are vastly numerous. Those 
who can give it are few—and hard man- 
power figures tell us they will remain 
inexorably few. There have been and 
must continue to be attempts to combat 
the depressing logistics of mental illness 
through such procedures as group ther- 
apy, milieu therapy, community mental 
health programs, the manipulation of the 
environment as well as of deep intrapsy- 
chic dynamics. 

11. The promotive segment of the 
mental health movement, for the want 
of something better, has adopted the 
pathologically flavored theories of per- 
sonality and has unwittingly taken over 
some of the values and traditions of the 
mental segment of the movement. We do 
not have the concepts or the knowledge 
to deal in a systematic scientific way with 
the adequately functioning person. We 
tend to say that the happy and effective 
person is “well defensed” or “free from 
conflict” or “has no symptoms.” These 
negative concepts may add little to our 
ability to understand or to facilitate the 
development of the normal person. The 
absence of theory and vocabulary for 
dealing with the effectively functioning 
individual may be one reason why we 
pay only semiembarrassed lip service to 
the positive side of living and slip quickly 
and comfortably back to talk about men- 
tal illness. 

12. Fifty years from now with an ac- 
celerated growth of knowledge and with 
times ripe for the easy adoption of new 
ideas, our current theories and current 
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technical terms may be of no more than 
mild historical interest like phlogiston or 
Watsonian behaviorism. 


13. One way in which our pathologi- 
cal orientation may have shaped our 
thinking and prevented our progress in 
the areas of both prevention and promo- 
tion is through assumptions about the 
impotency of mere knowledge and mere 
ideas as factors in the living of a life. 
While it seems to be true that the sick 
person is unable to absorb and turn to 
the ends of health such things as ra- 
tional argument, hard logic, and well- 
established fact, we may be underesti- 
mating the average person in assuming 
that he, too, is incapable of turning to 
constructive ends sound knowledge of the 
workings of his own personality. While 
we need to continue our research on one- 
to-one therapy, there is good reason to 
argue that we should aim for equal time 
for research on the communication of 
mental health information. Maybe we can 
find a way for the gifted analyst to affect 
the lives of 15,000 people rather than the 
150 people who now occupy his profes- 
sional lifetime. 

Incidentally, it is with this bit of 
arithmetic that I like to illustrate what 
seems to me to be the need for concen- 
trated attention on mental! health commiu- 
nication. If we assume that there are 50 
million parents and teachers in this coun- 
try, a figure not far off the mark, and if 
we assume that each one of them makes 
10 decisions a day affecting the welfare 
of the child, this adds up to 500 million 
decisions a day, or 182,500,000,000 a year. 
Many of these decisions are deeply root- 
ed in the personal inexorabilities of the 
parent or teacher and are not amenable 
to change, short of something drastic. 
Others are deeply rooted in the culture 
and are not open to change, but many 
of them can be changed through educa- 
tion, changed so that those who make 
them like their consequences better. But 
we do not know how to bring about the 
changes in these decisions, and there is 
relatively little hard, intelligent research 
being devoted to this kind of mental 
health problem. 

14. There seems to be good reason to 
believe that society will continue to sup- 
port both branches of the mental health 
movement. With direct and optimistic 
American vigor we have begun our at- 
tack on mental illness. There is no rea- 
son to believe this attack will not con- 
tinue and will not meet with eventual 
success. The other branch of mental 
health, scientific humanism, seems also 
now in the blood stream of the culture 
and is probably there to stay. Develop- 
ments in this area will be intricate. While 
there seems no reason in nature why man 
cannot turn to his own positive ends the 
knowledge reaching him through our ad- 
vancing knowledge of his own behavior, 
he will not make these applications with 
ease and comfort. In new ideas about be- 
havior there is threat as well as utility. 
And before we can raise good person- 
alities or pursue the good life through 
scientific methods, we must wrestle with 
the intricate value questions involved in 
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defining the good personality and the 
good life. We all can agree that illness 
is bad. There is no unanimity among us 
about the goodness of such things as 
spontaneity or freedom from conflict. 

15. The role of the expert in. mental 
health and the requisite skills will vary 
considerably ,from one segment of the 
movement to the other. There is a differ- 
ence in role and in skills between curing 
on the one hand and in teaching on the 
other; between responsibility for and re- 
sponsibility to; between the restoration 
of health and the provision of room for 
positive growth; between helping a des- 
perate individual achieve survival and 
helping free and responsible persons pur- 
sue with verve and creativity their own 
personal lives. 

There is room and opportunity, how- 
ever, for each mental health discipline to 
find its socially functional identity and to 
live it out integrally. 

16. It is frequently assumed that the 
vigorous and successful promotion of 
positive mental health will solve eventu- 
ally the problem of mental illness. Th’s 
assumption needs to be evaluated careful- 
ly. If it indeed seems a good assumption, 
then we need to bestir ourselves mightily 


“to direct research attention to problems 


of promotion, and to pursue more vig- 
orous exploratory programs of action in 
this area. 

17. In both segments of the mental 
health movement, the enlightened citizen 
will play a crucial role. With respect to 
the care of the ill, the citizen and the 
community can and will serve as thera- 
peutic collaborators with the physician. 
With respect to the growing of mature 
and resilient personalities, with respect to 
the pursuit of the good life, the citizen 
must take responsibility and leadership, 
using as he sees fit the technical compe- 
tencies of the scientists and experts. 

18. Though many aspects of our fu- 
ture are cloudy, this much seems emi- 
nently clear: Whatever the form and 
contour of mental health in the years to 
come, there is challenge and adventure 
here for anyone who wishes to invest al- 
truistic effort in the on-going human 
enterprise. 
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THE BASES OF TREATMENT. By Neu- 
ton S. Stern, AB., M.D., Associate Professor 
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Charles C Thomas, Publisher, 301-327 E. Law.- 
rence Ave., Springfield, Tll., 1957, 
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By Huldah Bancroft, Ph.D., Professor of Bio- 
statistics, Tulane University School of Medi- 
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(Rand), M.R.C.P.E., F.R.F.P.S., University 
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Haematology, University of Bristol. Cloth. Pp. 
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301-327 E. Lawrence Ave., Springfield, IIl., 
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Medicine, The Radcliffe Infirmary and Cowley 
Road Hospital, Oxford, England; The Church- 
ill Hospital Headington; and the Oxford Re- 
gional Hospital Board. Cloth. Pp. 193, with 
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field, Ill., 1957. 
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Changes of address and 


new locations 


Abessinio, Daniel A., from Detroit, Mich., to 22300 Englehardt, 
St. Clair Shores. Mich. 

Ackley, Eugene E., from Dayton, Ohio, to 882 Montford Road, 
Cleveland Heights 21, Ohio 

Andrews, Joseph C., from 10 Spencer St., to 1447 Main St., 
West Warwick, R.I. 


Baldwin, Clarence E., from 2936 W. Lehigh Ave., to 2225-27 
Spring Garden St., Philadelphia 30, Pa. 

Barnett, Louis, from Dayton, Ohio, to 327 Washington St., 
Westwood (Islington), Mass. 

Barnett, Thomas, from Kansas City, Mo., to 26281 Pinehurst, 
Roseville, Mich. 

Barney, Mason B., from Box 41, to Box 336, Manchester Cen- 
ter, Vt. 

Battersby, Joseph M., from 4004 N. Seventh St., to 1941 E. 
McDowell Road, Phoenix 12, Ariz. 

Behnke, Allen W., from 304 Western Security Bank Bldg., to 
507 Huron Ave., Sandusky, Ohio 

Bennett, Roger E., from 1610 Gage Drive, to 1613 Gage Drive, 
Middletown, Ohio 

Bivens, Thomas L., from 1535 Park Ave., to 1575 S. Raleigh 
St., Denver 19, Colo. 

Borrow, Irene, from 4244 Livernois Ave., to 6261 Joseph Cam- 
pau, Detroit 11, Mich. 

Bradway, R. William, from Florence, N.J., to Detroit Osteo- 
pathic Hospital, 12523 Third Ave., Detroit 3, Mich. 

Brantz, Emanuel E., COPS ’56; 4450% Georgia St., San Diego 
16, Calif. 

Bubeck, Roy G., Jr., from 2003 Division Ave., S., to 2851 Clyde 
Park Ave., S.W., Grand Rapids 9, Mich. 

Buchanan, Sam A., from Hannibal, Mo., to 114 E. LaFayette 
St., Palmyra, Mo. 

Burnett, Joseph R., from Salem, Mo., to 502 Nicholson Drive, 
Potosi, Mo. 


Caldwell, Marion G., from 430 Central Ave., to 73 Silver St., 
Dover, N. H. 

Calitri, Carmine J., from Bell, Calif., to 9513 Casanes Ave., 
Downey, Calif. 

Campbell, John W., II, from Dallas, Texas, to 2911 Brady St., 
Davenport, Iowa 

Cerra, Francis A., PCO ’56; 
Miami 38, Fla. 

Chapman, J. Dudley, from 1322 Third St., to Still Clinic, 724 
Sixth Ave., Des Moines 9, Iowa 

Chimerakis, James C., PCO ’56; 4622 Sansom St., Philadel- 
phia 39, Pa. 

Colletti, Jacob S., from Detroit, Mich., to 1028 Francis, Jack- 
son, Mich. Z 

Corpolongo, Arthur D., from Erie, Pa., to 3363 Commonwealth 
St., St. Louis 17, Mo. 

Cox, John W., from Dayton, Ohio, to Box 71, Kinsman, Ohio 


9538 Seventh Ave., N.W., 


Derfelt, D. W., from 4140 N. 19th Ave., Box 309, to 4150 N. 
19th Ave., Phoenix 42, Ariz. 

DeVries, Gordon, from Mount Clemens, Mich., to Box 507, 
Stanton, Mich. 
Dickerson, William H., from Portland, Maine, to Detroit Os- 
teopathic Hospital, 12523 Third Ave., Detroit 3, Mich. 
Dickinson, B. F., from Royal Oak, Mich., to 1409 Pontiac State 
Bank Bldg., Pontiac, Mich. 

Doberenz, Werner E., from South Bend, Ind., to 401 S. Second 
St., Elkhart, Ind. 

Durham, William R., from Athens, Mich., to Box 987, Green 
City, Mo. 

Dye, Kenneth Ellsworth, KCOS ’57; Parkview Hospital, 1920 
Parkwood Ave., Toledo 2, Ohio 
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| Give your patient that extra lift 
with “Beminal” Forte when high 
vitamin B and C levels are required. | 


“Beminal” Forte—each capsule, contains: 


Thiamine mononitrate (Br) 25.0 mg. 
Riboflavin (Bz) 12.5 mg. 
Nicotinamide ...... 75.0 mg. 
Pyridoxine HCl (Be) 3.0 mg. 
Cale. pantothenate 10.0 mg. - 
Vitamin C (ascorbic acid) 0... 150.0 mg. 
Vitamin Biz with intrinsic factor 

CONCENET 1/9 U.S.P. Unit 
Improved formula 


VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, depending 
upon the needs of the patient. 


Supplied: No. 817 — Bottles of 100 and 1,000 
capsules. 


AYERST LABORATORIES 
New York, N. Y. * Montreal, Canada 
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patients with colds.. 


unplug that 


stuffed-up nose 


PITMAN-MOORE company 
INVij}AL!| DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS 6, INDIANA 


134 


sinusitis... rhinitis... 


will appreciate the 
"Novahistine effect” 


When a patient stops sniffling and be- 
gins to breathe freely in a matter of 
minutes...with all air passages clear 
and no sense of jitteriness or nasal 
irritation ...he is experiencing the 
*‘Novahistine Effect.” 


THIS EFFECT IS PRODUCED BY 
fast...effective decongestion 


...combined with antihistaminic 
therapy for synergistic action 


fuller utilization of medication 


_ through systemic action 


-..on all mucous membranes of the 


respiratory tract 


safe...easy-to-use...ORAL dosage 


o> 


Each 5 cc. teaspoonful of 
the elixir or each tablet 
provides 5.0 mg. of phenyl- 
ephrine HCI and 12.5 mg. 
of prophenpyridamine 
maleate. Novahistine Fortis 
Fn Capsules provide twice the 
amount of phenylephrine 
when more potent nasal 
decongestion is desired. 
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Edgar, Paul P., from 609 North St., to 609 N. “A” St., Farm- 
ington, Mo. 

Eisenman, Arnold, from 4244 Livernois Ave., to 3258 Cortland 
St., Detroit 6, Mich. 


Fanton, Vincent Q., from Westlake, Ohio, to Box 152, Solon, 
Ohio 


Farnham, John B., from Manning, Iowa, to 3012 Shawnee St., 
W., Des Moines 10, Iowa 

Finley, John H., Jr., from Detroit, Mich., to 12561 Third Ave., 
Highland Park 3, Mich, 

Fliegelman, David H., from Alhambra, Calif., to 10909 Orr & 
Day Road, Santa Fe Springs, Calif. 

Ford, William Stephenson, KC ’56; Route 2, Box 129A, Gig 
Harbor, Wash. 

Frech, Elmer H., from 543 Stuart Bldg., to 4009 Randolph St., 
Lincoln 8, Nebr. 

Frieman, Edwin, from Des Moines, Iowa, to 211 Main St., 
New Milford, N. J. 


Gabriel, E. H., from 616 S. Main St., to 815 S. Denver Ave., 
Tulsa 19, Okla. 

Gadowski, Raymond A., from 13658 Meyers Road, to 20049 Joy 
Road, Detroit 28, Mich. 


Galusha, J. Harley, from Dayton, Ohio, to 2105 Independence 


Ave., Kansas City 24, Mo. 

Gantz, Irwin I., from Van Dyke, Mich., to 4515 E. Nine Mile 
Road, Warren, Mich. 

Georgeson, Peter E., from 19641 W. Seven Mile Road, to 
20509 W. Seven Mile Road, Detroit 19, Mich. 

Goldberg, Byron W., from Des Moines, Iowa, to 276 Pine St., 
Dimondale, Mich. 
Goldsmith, Douglas M., from Harrisburg, Pa., to Detroit Os- 
teopathic Hospital, 12523 Third Ave., Detroit 3, Mich. 
Gorton, Julius C., from 1940 El Cajon Blvd., to 4394 30th St., 
San Diego 4, Calif. 

Greif, Donald D., PCO ’56; 5919D Mayflower Ave., Maywood, 
Calif. 

Griffith, Thomas B., from Allentown, Pa., to 8 W. Main St. 
Shiremanstown, Pa. 


Hagerman, W. Robert, from Paonia, Colo., to 1247 N. Park 
Ave., Pomona, Calif. 

Hampton, Robert G., from Anaheim, Calif., to 1106 N. Yale 
Ave., Fullerton, Calif. 

Harenberg, Henry W., KC ’57; Stevens Park Osteopathic 
Hospital, 1141 N: Hampton Road, Dallas 11, Texas 

Hardin, Rollo C., from 2901 N. Shore Line, to 4510 S. Wood, 
Corpus Christi, Texas 

Harth, C. P., from 616 S. Main St., to 1242 S. Boston Ave., 
Tulsa 19, Okla. 

Haynes, Harvey L., from Minden, Nev., to Zephyr Cove, Nev. 

Hedgpeth, T. H., from 823 Faraon St., to 2618 Felix St., St. 
Joseph 35, Mo. 

Hefka, Robert N., from 4450 Harvard Road, to 4535 Cadieux 
Road, Detroit 24, Mich. 

Heim, John W., from Dayton, Ohio, to 124 Canal St., Canal 
Fulton, Ohio 

Herrick, James L., KCOS '57; 724 S. Jackson St., Tulsa 5, 
Okla. 

Ho, Robert, from Honolulu, T. H., to Kirksville College of 
Osteopathy and Surgery, Kirksville, Mo. 

Hohn, Gerald J., from Grand Rapids, Mich., to 1141 Brady St., 
Davenport, Iowa 

Hole, William N., from 3350 Riverside Drive, to Riverside 
Osteopathic Hospital, 165 George St., Trenton, Mich. 

Holtzman, Gertrude C., from 15022 E. Nine Mile Road, to 
15256 Crescentwood Ave., East Detroit, Mich. 


Jackson, Cecil B., from 30608 Ford Road, to 30610 Ford Road, 
Garden City, Mich. 

Johnson, Sydney J., CCO ’56; Lakeview Hospital, 1749 N. 
Prospect Ave., Milwaukee 2, Wis. 


Kahler, Derald R., from Tulsa, Okla., to Box 627, Hominy, 
Okla. 

Kamen, Max L., from 662 Eastern Parkway, to 39 Eighth 
Ave., Brooklyn 17, N. Y. 
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2 when the patient’s | 
* cold or ‘flu 

is complicated 
by bacterial 
infection 


e opens clogged air passages 


e combats secondary 
bacterial invasion 


rs Each Novahistine with Penicillin Capsule contains: 
Phenylephrine hydrochloride. ...... 10.0 mg. 
Prophenpyridamine maleate....... 12.5 mg. 


PITMAN-MOORE COMPANY 


[> Division of Allied Laboratories, Inc. 
KY fi Indianapolis 6, Indiana 
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for the ‘‘Novahistine Effect” 
Penicillin G Potassium....... 200,000 units 
: 
for potent antibiotic action when © 
penicillin-susceptible bacteria are 
secondary invaders : 
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Karibian, Charles, CCO ’57; 7284 Gartner Ave., Detroit 9, 


Mich. 
Kauffman, J. M., from 1010 Fulton St., to 2601 Broadway, Fort 
Wayne, Ind. 


Kaye, Stanley B., from 150 W. Euclid Ave., to Zieger Osteo- 
pathic Hospital, 4244 Livernois Ave., Detroit 10, Mich. 
Koudele, Charles J., from Kansas City, Mo., to Kolberg Bldg, 

Eau Claire, Mich. 


Larabee, Henry V., from 222 E. Sixth St., to 417 S. Minerva, 
Royal Oak, Mich. 

Larrinaga, Leo, COPS °56; 5460 Dorner Drive, Los Angeles 
22, Calif. 

Larson, Norman J., from Chicago, Ill., to 1691 Henry Ave., 
Des Plaines, Ill. 

Laskey, John W., from Lakewood, Ohio, to 111 Courtland St., 
Wellington, Ohio 

Lawson, H. Keith, from Huntington Park, Calif., to 1220 
Highland Ave., Manhattan Beach, Calif. 

Lee, Brendan J., from Clawson, Mich., to 408 W. La Salle, 
Royal Oak, Mich. 

Letourneau, Bernard J., PCO ’56; Northwest Hospital, 1060 
N. W. 79th St., Miami 50, Fla. 

Liebert, Henry S., Jr., from Philadelphia, Pa., to 3514 Grove 
Ave., Richmond 21, Va. 

Lind, L. R., from Houston, Texas, to 5219 Holly, Bellaire, 


Texas 
Lipton, Nathan, from 3000 Rochester Ave., to 3270 Rochester 


Ave., Detroit 6, Mich. 
Livingstone, Frank S., from Kirksville, Mo., to North Side 


Osteopathic Clinic, 6401 W. Florissant Ave., St. Louis 
20, Mo. 

Logan, David, from Detroit, Mich., to 7125 Allen Road, Allen 
Park, Mich. 


and...in COU AS 


complicated by 
useless, exhausting 


MacKew, Allan Harvey, DMS ’56; 8671 Allen Road, Allen 
Park, Mich. 

Mann, John Irvin, from Wilmington, Del., to Burgettstown 
Clinic, Burgettstown Hotel, Burgettstown, Fa. 

Martin, James G., from Danforth, Maine, to 231 Center St., 
Old Town, Maine 

McClary, Robert W., from 4410 30th St., to 2932 Meade Ave., 
San Diego 16, Calif. 

McClimans, Robert A., from Flint, Mich., to 2838 S. Buckner 
Blvd., Dallas 27, Texas 

McNeff, Mary Leone, from Farwell, Texas, to 3112 Roswell 
Road, N.E., Atlanta 5, Ga. 

Melhorn, Frederick R., from 5208 Wythe Ave., to 906 Green- 
way Lane, Richmond 26, Va. 

Moylan, George T., from 30608 Ford Road, to 30610 Ford 
Road, Garden City, Mich. 

Musselman, D. A., from 928 N.E. 20th Ave., to 12 N.E. 12th 
Ave., Fort Lauderdale, Fla. 


Novahistine-DH™ 


(fortified Novahistine with dihydrocodeinone) 


When “head colds’? become “‘chest 
colds” Novahistine-DH promptly 
controls coughs and keeps air pas- 
sages of both head and chest clear 


of obstruction. 


Each teaspoonful (5 cc.) of grape-flavored 
Novahistine-DH contains: 


Nelson, E. Stanley, from Des Moines, Iowa, to Riverside Osteo- 
pathic Hospital, 165 George St., Trenton, Mich. 


Olson, Lyle C., from 3272 West Road, to 212 West Road, 


Phenylephrine hydrochloride....... 10 mg. Trenton, Mich. 
Prophenpyridamine maleate. ...... 12.5 mg. 
Dihydrocodeinone bitartrate....... .1.66 mg. an Dyke, Mich. to 23146 Van Dyke 
Chloroform (approx.)............. 13.5 mg. Parsons, George R., from Pennsaukin, N. J., to 100 W. Maple 
1.0 mg. Ave., Merchantville 8, N. J. 
Phardel, John W., from 4244 Livernois Ave., to 4228 Livernois 
Supplied in pint and gallon bottles. Ave., Detroit 10, Mich. 
Tedemark dey Seymour, PCO ’56; 1421 Greeby St., Philadelphia 11, 
Plansoen, Cornelius L., from Troy, Pa., to 5 N. Main St., 
Mansfield, Pa. 


Polasky, Hartley, from San Antonio, Texas, to 4337 W. Fort 
St., Detroit 9, Mich. 

Polk, Melvin H., from Detroit, Mich., to Flint Osteopathic 
Hospital, Inc., 416 W. Fourth Ave., Flint 3, Mich. 

Ponek, Benjamin, from Grove City, Pa., to 114 Mercer St., 
Linesville, Pa. 

Pressley, Donald, from Carson City, Mich., to Salisbury Clinic, 
Salisbury, Mo. 


PITMAN-MOORE COMPANY 
DIVISION OF ALLIED LABORATORIES, INC. 


INDIANAPOLIS 6, INDIANA 
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Pryor, Ted J., from Seattle, Wash., to Box 66, Canby, Ore. 
Pyne, Louis G., from Los Angeles, Calif., to Box 38455, Holly- 
wood 38, Calif. 


Quinn, George D., from Carson City, Mich., to Salisbury, Mo. 


Rennoe, Edgar J., from Los Angeles, Calif., to 117 W. Third 
St., Columbus 1, Ohio 

Romeo, Joseph M., from 6 Amhurst Ave., to 5 Amhurst Ave., 
Somerdale, N. J. 

Ropulewis, Edward J., from Old Town, Maine, to 12 S. Wind 
Drive, Largo, Fla. 

Rosman, Lowell, from Flint, Mich., to 1271 N. E. 140th St., 
North Miami, Fla. 

Ross, Donald M., from 3402 N. 12th St., to 109 E. Dunlap Ave., 
Phoenix 52, Ariz. 

Ruderman, Jerome, KC ’55; East Rainelle Clinic, East Rainelle, 
W. Va. 

Ruettinger, Harold, Jr., from Los Angeles, Calif., to 172 Glen- 
dale Ave., Highland Park 3, Mich. 


Salhany, Earl H., from Kansas City, Mo., to Pembroke Clinic, 
Pembroke, Ky. 
Salim, Donald S., from 4441 Auburn Road, to 7676 Auburn 


Road, Utica, Mich. 

Salvati, David T., DMS ’57; Wilden Osteopathic Hospital, E. 
14th & Capitol Aves, Des Moines 16, Iowa 

Schoenen, Albert R., COPS ’56; 2236 Broderick Ave., Duarte, 
Calif. 

Schoolcraft, Frank L., from Flint, Mich., to 2838 S. Buckner 
Blvd., Dallas 27, Texas 

Schrock, Robert D., from 4352 Oregon St., to 5578 Forbes St., 
San Diego 20, Calif. 
Sevastos, John P., from Cleveland Heights, Ohio, to 4010 
Warrensville Center Road, Cleveland 22, Ohio 
Shapiro, Alvin J., DMS ’57; Detroit Osteopathic Hospital, 
12523 Thira Ave., Detroit 3, Mich. 

Smith, Hunter R., from 6694 Fifth Ave., N., to 12150 Fourth 
St., E., Treasure Island, St. Petersburg 10, Fla. 

Smith, James W., CCO ’56; 10743 S. Yates Ave., Chicago 17, 
Ill. 

Sommers, J. Edward, from St. Louis, Mo., to 111 S. Meramec 
Ave., Clayton 5, Mo. 

Sossei, Elliott J., from Long Island City, N. Y., to 30-48 36th 
St., Astoria 3. LI, N.Y. 

Sperry, Earle G., from Kansas City, Mo., to 301 W. Kansas 
Ave., Independence, Mo. 

Stanley, Clifford, from Muskegon, Mich., to 1409-11 W. Michi- 
gan Ave., Battle Creek, Mich. 


Taylor, L. L., from 115 N. Taylor St., to 3601 E. Jefferson 
Blvd., South Bend 15, Ind. h 

Thompson, Ted B., KC ’57; Houston Osteopathic Hospital, 
5115 Montrose Blvd., Houston 6, Texas 

Thomsen, Frederick H., from Norwalk, Calif., to 1169 E. 
Market St., Long Beach 5, Calif. 

Thorpe, Joe E., from 1987 N.W. Kearney St., to 404 S.E. 80th 
Ave., Portland 16, Ore. 

Tindall, James Ernest, from Covina, Calif., to 4111 N. Main 
St., Baldwin Park, Calif. 

Trimmer, Paul W., from Royal Oak, Mich., to 1409 Pontiac 
State Bank Bldg., Pontiac, Mich. 


Vincent, Elmo H., from 3210 W. Vernon Ave., to 3130 W. 
Vernon Ave., Los Angeles 8, Calif. 


Walters, William S., from Kirksville, Mo., to Forth Worth 
Osteopathic Hospital, Inc., 1000 Montgomery St., Fort 
Worth 7, Texas 

Warhola, Michael J.. DMS ’56; Box 447, High Springs, Fla. 

Weingrad, Leon, from 1737 Chestnut St., to 1930 Chestnut St., 
Philadelphia 3, Pa. 

Weintraub, Jack, COPS ’56; 2030 First St., San Fernando, 
Calif. 

Welkowitz, Mortimer L., from Levittown, Pa., to 4065 Hill- 
crest Ave., Los Angeles 8, Calif. 


Wellman, William J., from 300 E. Fulton St., to 60 College 


Ave., N.E., Grand Rapids 3, Mich. 
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single 
sulfonamide 
specifically for 
urinary tract 


infections 


direct effective 
“THIOSULFIL. 


Brand of sulfamethizole 


greater solubility 
means rapid 
action with 
minimum side effects 


AYERST LABORATORIES 


New York, N. Y. « Montreal, Canada 
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Wilson, Llewellyn, Jr. DMS ’57; Mount Clemens General 

Hospital, 1000 Harrington Blvd., Mount Clemens, Mich. 
Wood, William Owen, from La Crescenta, Calif., to 2578 
Danube Drive, Sacramento 21, Calif. 


Yee, Richard D. M., from 208 Hemlock St., to 548 E. Yosemite 
Ave., Manteca, Calif. 


Zachow, Adolph E., from St. Joseph, Mo., to 5045 N. 35th 
Ave., Phoenix 43, Ariz. 

Zarrilli, Michael W., PCO ’56; 6607 Haverford Ave., Phila- 
delphia 31, Pa. 

Zobel, Clinton J., from Salinas, Calif., to Route 2, Box 795, 
Carmel Valley, Carmel, Calif. 

Zornes, Joseph E., from 410 Orchard St., to Box 296, Fillmore, 

Calif. 


Applications 
for membership 


CALIFORNIA 

Weisman, Sidney, (Renewal) 4500 Inglewood Blvd., Culver 
City 

Juday, Lynn R., (Renewal) 2924 Division St., Los Angeles 65 

Moll, David M., 4029 Gelber Place, Los Angeles 8 

Thill, Mathew W., (Renewal) Box 388, Rio Linda 


FLORIDA 
Borders, Harold H., 852 Arlington Ave., N., St. Petersburg 2 


IOWA 
Connelly, J. P., Jr., Box 338, Hopkinton 


Gordon, C. Ira, (Renewal) 2011 Ashworth Road, Route 1, West 
Des Moines 


KENTUCKY 
Chambers, F. V., (Renewal) 2003 Triplett St., Owensboro 


MICHIGAN 
Fadool, George P., 321 Brentwood Road, Dearborn 
Berger, Owen J., 2537 Pearl, Detroit 9 

Miller, H. Ross, 37034 Pinewood Road, Wayne 


MISSOURI 
Miller, Glenn R., (Renewal) 115 S. Fifth St., Hannibal 


NEW YORK 


Johnston, Judson W., (Renewal) 305 Keith Theatre Bldg., 
Syracuse 2 


OREGON 
Davies, Edmund E.,-220 N. Grant, Box 176, Canby 


PENNSYLVANIA 

Kirton, Thomas E., (Renewal) Lancaster Osteopathic Hospital, 
Lancaster 

Flipsey, Gene, (Renewal) 213 Janestown St., Wattsburg 
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Kapseals® 


comprehensive physiologic supplement 


each Kapseal contains: 


VITAMINS 

Vitamin 

Vitamin B, moenonttrate 

Ascorbic acid 

Nicot je 

Vite 

By 

Vite 645 With intrinsic 

Ditartrate 


antothenlc acid 

(as the sodium 
MINERALS 
Ferrous sulfate texsiccated) 
iodine (as potassfum: iodide) 
Caiciurm carbonate 
DIGESTIVE ENZYMES 


PROTEIN 
fi-Me 
GOr HORMONES 
Me 


ent three times daily betor 
patiertte- should follow each 2iaday course 


est interval, 


PACKAGING: 


[MPROVEMERT Fac’ 


Gas 


1,667 Units 

33.3 Me. 

16.7 mg, 

me. 

me. 

0.033 USE (oral? 


6.67 mee 


mg. 


16,7 me, 
6:05 tre. 
66.7 ne. 


20 ng. 
133.3 


mg. 
meg. 


LG? mee 
9.167 mg: 


eimeals, 


ELDEC Kopseals avaliable In bottles 


BOISE 


2 
“2G 
: 2 
f 
the 
: 


cellular functi ion 


ACIGS to Cl maintain | rogen ba ance 
> - PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 


a lower dosage strength: 


Dexedrine” Spansule’ capsules, 5 mg. 
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The availability of this lower strength (5 mg.)—in addition to the 15 mg. 
and 10 mg. strengths—will further increase the dosage flexibility and 
therapeutic utility of ‘Dexedrine’ Spansule capsules in your practice. 


*T.M. Reg. U.S. Pat. Off. for dextro-amphetamine sulfate, S.K.F. 
TtT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


Smith, Kline & French Laboratories, 


first 4 in sustained release oral medication 
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* prompt antimycotic 
continuing prophyla 


DESE 


For most effective and convenient therapy and continuing prophylaxis, use 
Desenex as follows: 

At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 

During the DAY the Powder (zincundecate)—1% oz. and 1 Ib. containers. 
After every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 

1 pt. bottles. Use only when skin is unbroken. 

In otomycosis Desenex solution or ointment 


A Write for free sample supply to Professional Service Department. 
Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 


SENSIBLY DESIGNED INSTRUMENTS 


WOCHER-SCHUBERT BIOPSY FORCEPS 


The double angulation of this instrument permits the jaws to bite naturally where 
most biopsies are taken—at the sides of the orifice. The handles are bent to get 
them out of your line of vision. Finest German craftmanship in stainless steel. 


No. AW 58443. Price $32.00. 
GOODYEAR'S UVULA RETRACTOR 


Properly designed for retraction of the soft palate to expose the nase-pharynx 
without injury or discomfort to patient. May be reversed to use the handle as a 
blunt dissector. Sainless steel. No. AW 14665. Price $6.50. 


9 


INSTRUMENT SPECIALISTS 
609 COLLEGE ST. CINCINNATI 2, OHIO 
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Yes, doctor, there IS a genuinely effective, 
non-irritating, topical analgesic 


CREME WARREN-TEED 


for relief of pain from sprains, 


muscular stiffness, aching joints 


PENETRATING . .. 8 to 10 times faster than 
methyl salicylate...8 to 10 times the radial 
distance ... proof upon request. 


LASTING .... traces of salicylate in the urine 
21/4 hours after application ... peak urine sal- 
icylate at 514 hours... still present after 61/4 
hours. 


NON-IRRITATING . .. contains no counter i 
irritants or vasodilators ...can be rubbed in or “WJ 
used under bandages. Causes no redness. 


NO MEDICINAL ODOR 
NON-STAINING 


And Ethical ...sold only through the profession, 
not advertised to the consumer. 


THE WARREN-TEED 
PRODUCTS COMPANY 


COLUMBUS, OHIO 


Dallas Chattanooga los Angeles Portland 
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Abbott Laboratories, 82 

Aloe, A. S., Co., 95 

American Bakers Assn., 78 

American Cyanamid Co., 9 

American Felsol Co., 93 

American Ferment Co., Inc., 118 
American Meat Institute, 59 

American Optical Co., 83 

Osteopathic Assn., 35, 92, 95, 


American Sterilizer Co., 4 

Ames Co., 20 

Armour Laboratories, 48 

Ascher, B. F., Co., 88 

Ayerst Lab., 42-43, 66, 132-133, 137 


Baum, W. A., Co., 36 
Becton-Dickinson & Co., 87 
Borcherdt Malt Extract Co., 128 
Borden Co., 113 


Bristol Laboratores, Inc., Insert Be- 
tween 32 & 33 


Bristol-Myers Co., Cover 2 
Burroughs Wellcome & Co., Inc., 50 
Burton, Parsons & Co., 102 


Camp, S. H., Co., 143 

Carnation Co., 86 

Chicago Pharmacal Co., 104 

Ciba Pharmaceuticals, 6-7, 75, Cover 4 
Cole Chemical Co., 19 

Colwell Publishing Co., 129 

Cutter Laboratories, 64 


Dartell Laboratories, 125 
Davol Rubber Co., 65 
Desitin Chemical Co., 122 
Dietene Co., 127 

Dome Chemicals, Inc., 106 


Eaton Laboratories 60-61,124 
Fleet, C. B., Co., Inc., 54 
Geigy Pharmaceuticals, 21 


Hobart Laboratories, 112 
Holland-Rantos Inc., 55 


Kinney Co., 130 
Knox Gelatine, Chas B., Co., Inc., 33 


Lea & Febiger, 85 

Lederle Laboratories, 39, 116-117 
Leeming, Thomas & Co., Inc., 99, 101 
Lilly, Eli, & Co., 98 

Lippincott, J. B., Co., 93 

Lloyd Bros., Inc., 8 


Maltbie Lab. Div., (Wallace & Tiernan, 
Inc.), 141 
Mallard, Inc., 88 
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McNeil Laboratories, Inc., 18, 29, 67, 79 

Mead Johnson & Co. Insert Between 16 
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abdominal cradle 
maternity supports 


To meet today’s demands . . . both 
of doctors and their prenatal 
patients ...Camp has created 
lightweight additions to its basic 
line of scientific maternity gar- 
ments. Designed to embody the 
best features of scientific support 
for which Camp has been respect- 
ed for half a century, these gar- 
ments offer the expectant mother 
the special Camp reinforced sup- 
porting feature upholding the low- 
er abdomen extending over hips to 
back (the abdominal cradle) and 
Camp's exclusive expansion ad- 
justments. 


Camp’s curved’ 
side lacers for 
convenient adjust- 
ment 


ing side adjust- 
ment. 
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used by 50 million 
passengers of the 


During much of the world’s history, the announcement of 
another safe arrival was often accompanied by storm warnings 
in the area of artificial feeding for the newborn infant. 


The problems of digestive disturbances in infants were a prime 
concern of medical science. Working, progressing, medical 
research eventually determined that one of the most satisfactory 
solutions to bottle-feeding problems was evaporated milk. 


Since that time, more than 50 million babies have been raised 
on evaporated milk formulae... 


more than 50 million times, Captain Stork’s passengers have 
made the transition from happy landings to happy growing. 


Still today, evaporated milk is unique in its combination of 
advantages for bottle feeding—a level of protein sufficient to 
duplicate the growth effect of human milk .. . flexibility... 
maximum nutritional value... 


and all this at minimum cost. 


PET EVAPORATED MILK... backed by 


72 years of experience and continuing research 


PET MILK COMPANY ¢« ARCADE BUILDING e ST. LOUIS 1; MISSOURI 
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lowering b.p. comfortably * 


Benart shows course of hypertensive 


patient over 31/2 years. Red area shows pressure before treat- 
ment—as high as 270/150. Black area shows response to Serpasil 
and Apresoline therapy. This favorable response to Serpasil/ 
Apresoline was achieved with a maximum of only 100 mg. Apresoline 
daily, a dose so low as to virtually eliminate side effects. 


(Chart adapted from Wilkins, R.W.: Ann. New York Acad. Sc. 59: 
56, 1954.) When blood pressure must come down, consider Serpasil- 
Apresoline combination tablets. Serpasil®-Apresoline® HCl 
(reserpine-hydralazine HCl CIBA). C [ B A Summit, N.J. 
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ED 
just two tablets 
at bedtime 


for gratifying 
rauwolfia response 


virtually free from side actions 


Rauwiloid® 


LOS ANGELES 


